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IN EMOTIONALLY PROJECTED 
SMOOTH-MUSCLE SPASM... 


Prompt, Profound 


Protection...at both 


ends of the vagus 


PRO-BANTHINE” 
with DARTAL 


Professional reliance on the therapeutic profi- 
ciency of Pro-Banthine in functional gastro- 
intestinal disorders has made it the most widely 
prescribed anticholinergic. 

The consistent relief of emotional tensions 
afforded by Dartal makes this well-tolerated 
tranquilizer a rational choice to support the 
antispasmodic action of Pro-Banthine in emo- 
tionally influenced smooth-muscle spasm. 

These two reliable agents combined as Pro- 
Banthine with Dartal consistently control both 
disturbed mood and disordered motility when 
emotional disturbances project themselves 
through the vagus to provoke such gastrointes- 
tinal dysfunctions as gastritis, pylorospasm, 
peptic ulcer, spastic colon or biliary dyskinesia. 


USUAL ADULT DOSAGE: 

One tablet three times a day. 

SUPPLIED as aqua-colored, compression-coated tab- 
lets containing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal (brand of 
thiopropazate dihydrochloride). 
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June, 1960 4 
Deleterious Effects of Sunlight on the Skin 


and Their Prevention 
S. William Becker, Jr., M.D. 


Sunshine is a false god. It can cause considerable damage to the 
skin of the uninitiated. 


Surgery of the Extremities in the Treatment 
of Cerebral Palsy . 
Sidney Keats, M.D. 


Surgical Correction of Salivary Fistula 
Howard C. Baron, M.D. 


The diagnosis and treatment of ‘‘the lacerated parotid duct syn- 
drome”’ is discussed. Included are surgical pointers on dealing 
with this debilitating problem. 


Erythroblastosis Foetalis 
Ansel Woodburn, M.D. 


The Prodromal Syndrome of Myocardial 


The American Academy of General Practice is a Infarction 
national association of physicians engaged in the general 
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Charles E. Goshen, M.D. 


Dr. Goshen presents a careful re-evaluation of drugs used as psycho- 
therapeutic agents. 


The Treatment of Tortuous Varicose Veins ~ 114 
Banning Gray Lary, M.D. 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Evaluation of Critical Factors in Extracorporeal 
Circulation. GERALD H. PRATT, M.D., WILLIAM 
WOLFF, M.D. AND JOHN COMER, M.D. A timely 
review of the problems presented by open heart 
surgery. The program necessary to carry out 
this procedure is clearly described. 


Operation ICBL (Interpreting Children’s Basic 
Limitations). CLARE A. ROBINSON. The men- 
tally retarded child presents a problem which 
can only be handled by the close cooperation of 
the physician, the psychologist, the teacher and 
the child’s own family. 


A Therapeutic Approach to Rheumatoid Spondy- 
litis. JOHN J. CALABRO, M.D. Patients with this 
severe crippling disease can be rehabilitated suc- 
cessfully as outlined in this article. 


The Surgical Treatment of Segmental Ulcerative 
Colitis. L. KRAEER FERGUSON, M.D. AND 
LERoy H. STAHLGREN, M.D. A highly success- 
ful conservative surgical approach to a disease 
which is difficult to treat either medically or 
surgically. 


Newer Systemic Chemotherapy of Bacterial Der- 
matoses. ALFRED L. WEINER, M.D. The newer 
chemotherapeutic agents are quite effective in 
treating severe or extensive bacterial dermatoses 
including some cases due to organisms resistant 
to the commonly used antibiotics. 


Reactions to Stinging Insects and Treatment. 
CLAUDE A. FRAZIER, M.D. Hyposensitization 
can often prevent both severe and fatal reactions. 
Dr. Frazier describes the two types of treatment 
to consider. 


Liver Function and Primary Liver Disease in 
Pregnancy. DANIEL H. LABBY, M.D. Disturb- 
ance of liver function during pregnancy may be 
due to many causes. It is important to recog- 
nize this and institute prompt treatment. 
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Beating 

too fast? 
Slow it 
down with 


SE bo A hod ; L Serpasil has proved effective as a heart-slowing agent in the 


(reserpine cisa) following conditions: mitral disease; myocardial infarction; 


cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 
syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution in 
patients receiving digitalis and quinidine. It is not indicated in cases of aortic insufficiency. 
supptieD: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. 
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ba Publisher’s Memo 


PRETEND you are medical director of a pharma- 
ceutical firm. Your staff isolates a crystalline 
alkaloid of veratrum viride. Its action is that of 
a pure hypotensive, free from the curse of previ- 
ous veratrum preparations: There are no side 
effects of nausea or vomiting. 

Your firm is a short-line house with a small 
sales volume. It distributes nationally except in 
New England and the Middle Atlantic states. 
You now have a product that could help thou- 
sands of physicians manage hypertension with 
safety, efficacy, economy and freedom from ill 
effects. What do you do? 

This problem was faced by one of four teams 
at a May 11 Midwest Pharmaceutical Advertis- 
ing Club seminar in Chicago. Each team included 
a medical director, a general manager, a sales 
director and an advertising director. 

For an hour, each group presented its solution 
to the problem it had been assigned four months 
before. Each management team of a mythical 
company attacked the problem of marketing its 
imaginary product. The audience of 187 wit- 
nessed a display of brilliance—years of experience 
ignited by imagination and creativity. 

No sooner had a team completed its presenta- 
tion than listeners attacked. How could physi- 
cians be approached who were presently obtain- 
ing satisfactory results? Were clinical trials ade- 
quate to satisfy FDA requirements and convince 
the medical profession? When the dust finally 
settled, MPAC members voted that the best 
solution and presentation had been offered by a 
panel moderated by Richard F. Knott, GP’s 
midwest sales manager. 

The vigor and skill of the presentations, the 
insight and intensity of the questions augured 
well for medicine. At the physician’s side, allied 
with him, stands a giant of an industry. Its 
people are dedicated to strengthening his arma- 
mentarium. They implement this dedication— 
not only through research and production but 
through marketing and sales. —M.F.C. 
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MUSCULOSKELETAL 
DISORDERS 


“In our experience . . . administration of mep- 
robamate brings prompt relief from muscle 
spasm and alleviation from concomitant anz- 
tety. In all 197 patients treated, muscle relaza- 
tion was sufficient to permit surgical or non- 
surgical repair of the injury and to encourage 
rapid healing.” 

Wein, A.B.: Clin. Med. 6:41 (Jan.) 1959. 


EQUANIL)?’ merrosamate, wreti 


CARDIOVASCULAR 
DISEASE 


“On control of the emotional complications [with 
meprobamate in 41 varied patients), treatment 
in every case was less intensive and prolonged 
than ordinarily would have been expected.” 

Friedlander, H.S.: Am. J. Card. 1:395 (March) 1958. 


EQUANIL? merrosamate, wretH 


CHRONIC HEADACHE 


“‘Meprobamate was found of considerable value 
in reducing the tension component of chronic 
headache, and thus decreasing the frequency 
and severity of attacks. No intolerance, depend- 
ence, or side effects were noted... .” 


Blumenthal, L.S., and Fuchs, M.: Am. Pract. & 
Digest Treat. 9:1121 (July) 1958. 


EQUANIL? merrosamate, 


INSOMNIA 


“‘Meprobamate alone or in combination with 
reduced amounts of previously used hypnotics 
or milder non-habit-forming hypnotics enabled 
patients to obtain a deeper, more restful sleep 
without unpleasant after effects.’’ 

Millen, F.J.: Wisconsin M. J. 56:198 (April) 1957. 
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SIGNIFICANT EVENTS 


Congress Debates > Politically—oriented health insurance plans for the ill, 

New Health Bills the injured, the aged and the indigent are a dime—a—dozen 
in Washington these days. All reflect an acute political 
awareness of the fact that 15 million voters are over 65 
years of age. 

On May 4, HEW Secretary Flemming outlined an Administra— 
tion proposal with a deductible portion, co—insurance 
features and a $24 annual premium. The deductible and co-— 
insurance, amounts would be a function of the participants 
income and marital status. The proposal has not yet been 
presented as a bill. 

The Administration plan, like all others spawned in Con-— 
gress, did not merit an enthusiastic AMA endorsement. Said 
AMA President Louis M. Orr, pointing to the AMA's own 
eight—point plan, "The Administration proposal is based on 
the false premise that almost all persons over 65 need 
health care and cannot afford it. This is not a fact." 


Dr. Orr is obviously correct but no branch or portion of 
organized medicine can afford to forget that 15 million 


votes are 15 million votes. 


Bill Outlines > HR 11248, a new bill introduced by Representative Beck— 
VA Care Plan worth (D-Tex.), attempts to classify veterans eligible for 


medical care in VA hospitals. The veteran must first get 
statements from three doctors indicating that he needs 
hospital care. He must then show that he (1) has a service— 
connected disability or (2) has any other disability and 
can't afford hospital care or (3) that he was discharged 
because of a disability incurred or aggravated in the line 
of duty or (4) that he receives or is entitled to receive 
disability compensation. 

Beckworth's bill would probably have little or no effect 
on VA hospital admissions, would still let many high—net— 
worth—and—income veterans receive "free" medical care. 
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New FAA Rule >» Effective June 15, only designated medical examiners will 
Is Announced be authorized, by the Federal Aviation Agency, to give 
physical examinations for Class II and III pilot licenses. 
Class II licenses are held by commercial pilots, Class III 
by student and private pilots. 
The ruling, which reinstates a practice in effect from 
1926 until 1945, was announced by Civil Air Surgeon James 
L. Goddard. Physicians who wish to be designated examiners 
should contact Dr. Goddard at the FAA, Washington 25, D.C. 
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May Drop General 
Practitioner Award 


Seeks General 
Practice Chair 


Illincis MDs For 
Social Security 


> Both the Joint Commission on Accreditation of Hospitals 
and the AMA's Residency Review Committee were taken to task 


last month by the Medical and Chirurgical Faculty of Mary- 
land. The fireworks may start when the MCFM introduces a 
stern resolution in the AMA House of Delegates meeting 
next week. The resolution scorns the "arbitrary and 
capricious" actions of the JCAH and the AMA committee. 

The Maryland society contends that commission approval 
hinges on "all sorts of picayunish details that are useless, 
expensive and time-consuming." It adds that local medical 
societies should have more voice in setting hospital and 
teaching program standards. 

Dr. Amos R. Koontz, a state society council member, cited 
frequent complaints and added that "it's about time the 
issue_is brought into the open." 


>» GP learned today that AMA delegates will also consider 
at_least two resolutions seeking to terminate or modify the 


annual "general—practitioner—of—the-year" award. Sharp 
attention has been focused on this issue following a GP 


editorial published in April. 

Letters received at the Academy headquarters office show 
that many members feel the award serves no real purpose and 
creates a distorted image of the modern family doctor. In 
recent years, it has also become a political football, 
repeatedly kicked around by the state medical societies. 


Strong opposition to the resolutions will probably come 
from states that _ presently have a "hot" candidate. 


> The New Mexico Medical Society has urged the state legis- 
lature to appropriate money for a four-year medical school 
and, acting on a resolution introduced by the Academy's New 
Mexico chapter, has further recommended the establishment 
of a faculty general practice chair. The resolution under- 
scores the need for more well-trained general practitioners, 
calls for "close liaison" between the medical school 
governing board and the state society's advisory committee. 


> When asked, "Should physicians be included in the federal 
social security program?," two out of every three Illinois 
doctors recently answered "Yes." Results of the poll, con- 
ducted by the Honest Ballot Association for the Committee 
on Social Security for Physicians, conflict with an earlier 
Academy survey that showed 68 per cent of AAGP members 
opposed to compulsory coverage for physicians. M.F.C. 
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In 1959 the average physician lost $1,358 in bad 
debts. For general practitioners, the average 
was $1,397; for part-time specialists, $1,819, and 
for full-time specialists, $1,239. 


Contact lens wearers have increased from 200,000 
to 6 million in a five-year span. Most of the 
users are under 40. 


Because of lower prices, 
the armed forces have 
started buying drugs 
fromoverseasfirms. This 
action has brought a 
protest from the Phar- 
maceutical Manufac- 
turers Association to 
both the federal Comp- 
troller General and the 
Department of State. 


The National Association of Blue Shield Plans re- 
ports that more than $664 million was paid to 
physicians in 1959 by the 73 Blue Shield Plans in 
North America. 


United Mine Workers of America is probably the 
wealthiest union in the nation, with reported net 
assets of $110,315,080. These assets are not re- 
lated to the UMW welfare and retirement fund, 
which has a balance exceeding $100 million. 


Every smoker in Sweden who smokes more than 
20 cigarettes a day can get a free cancer examina- 
tion at government expense. 


In a recent insurance 
company survey, hospi- 
tal patients listed cold 
coffee and fear of falling 
out of bed as their chief 
complaints about hospi- 
tals. 
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Quantum Sufficit 


Of the 16 million persons in the U.S. aged 65 and 
over, only 3 to 4 million pay income taxes. Aver- 
age income of 80 per cent of the over-65 group is 
under $2,000. The average medical bill is about 
$177 a year. 


Illegitimacy has increased 133 per cent in two 
decades. In 1938, there were 87,900 illegitimate 
births; in 1958, the number rose to 205,000. 


American manufacturing plants (including phar- 
maceutical companies) are moving into Canada. 
In Ontario alone, 50 U.S. plants are going up 
every year. 


Last year’s sales of American compact cars about 
equalled the sales of foreign cars in this country. 
This year, the U.S. margin is about 21% to 1. For 
the first time since foreign cars became a factor 
in the U.S. market, their sales have tapered off. 


Beginning July 1, the 
New York State Health 
Department announces 
that the footprints of 
each child born in a 
hospital within the state 
must be recorded before 
he is taken from the 
delivery room. 


Compost Science, a new publication, aims at mak- 
ing this country realize that it can’t afford to 
waste garbage. It points out that burning gar- 
bage also creates serious air pollution problems. 
The solution is for municipalities to construct 
compost plants to convert garbage into fertilizer. 


A federal grand jury in Pittsburgh returned a 
directed verdict of acquittal for Liggett & Myers 
Tobacco Co. in a suit brought by a 61-year-old 
cabinetmaker who claimed he contracted lung 
cancer from smoking the firm’s cigarettes. 
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when emotional turbulence threatens 
medical or surgical care 


Fear, agitation, and resistance often hinder 
medical diagnosis and treatment. 

SPARINE alleviates agitation, overcomes resist- 
ance, placates fears. 

In addition to calming the patient, SPARINE 
controls other interfering symptoms: nausea, 
vomiting, and hiccups. 

Wyeth Laboratories, Philadelphia 1, Pa. 


Sparine 


HYDROCHLORIDE 

Promazine Hydrochloride, Wyeth 

INJECTION 

TABLETS 

SYRUP A Century of Service to Medicine 


Quantum Sufficit 


Last year, Americans spent more for taxes ($124 
billion) than for food ($73 billion). 


FTC Chairman Ear] Kintner has lauded the vol- 
untary agreement by the tobacco industry to 
drop tar and nicotine claims in its advertising. 
He calls this ‘a landmark example of industry- 
government cooperation.” 


U.S. aspirin consumption 
is climbing at a rate 
more than double that 
of the nation’s popula- 
tion growth. The aver- 
age person takes one 
aspirin every three days. 


Arecently designed hearing aid uses radio signals. 
It has a radio transmitter and microphone fitted 
into the ear stem of reading glasses. 


Mutual of Omaha has granted $350,000 to help 
finance establishment of an international nursing 
home educational and service center. 


Only 57.6 per cent of all U.S. and Canadian hos- 
pitals are accredited by the Joint Commission on 
Accreditation of Hospitals. 


If an automobile is defective enough that it needs 
to be returned to the dealer, avoid any delay. If 
one delays and uses the car, the courts have held 
that this forfeits the owner’s rights under the 
dealer’s guarantee of good condition, no matter 
how faulty the automobile may be. 


Pennsylvania state offi- 
cials have revealed that 
several thousand pounds 
of kangaroo meat have 
been sold for human 
consumption in that 
state. | 


During one week in a 
big city, children under 
five swallowed liquid 
cement, a corn pad, 
mothballs, dry ice, bub- 
ble solution, perfume, 
gun-cleaning solvent, 
diaper can deodorizer, 
buttons, ink and poly- 
styrene cement in addi- 
tion to bugsprays, clean- 
ing fluid, plant sprays 
and varnish. 


New York State employees have been ordered to 
use automobile seat belts. Studies show they cut 
fatalities and major injuries in accidents more 
than 50 per cent. 


Hospital costs are highest on the West Coast. In 
America’s 25 largest cities, these costs averaged 
from $20 to $39 a day in 1958. 


Crowds have been hov- 
ering around a new type 
vending machine at the 
Kansas City Airport. 
For 25¢ the machine 
will take a customer’s 
systolic pressure. 


HEW Secretary Flemming rejected a proposal 
that the government ban cigarettes. The public, 
he said, is free to smoke or not to smoke, but 
“food is essential to life.’ 


Senator McCarthy (D-Minn.) has suggested spe- 
cial government bonds be used for pension funds 
of the self-employed. Under a bill now before the 
Senate Finance Committee, the self-employed 
could deduct up to $2,500 a year in tax-free pen- 
sion funds to a maximum $50,000 over 20 years. 
Benefits would be taxable only when received. 
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SPRAIN, 
STRAIN, 
PAIN 


can resist the rapid 
relaxant relief of 


CARISOPRODOL 


 RELA—SCHERING’S. MYOGESIC* 
LA RELAXES MUSCLE 
FOR MORE ADEPT MANAGEMENT ‘am 
aa OF BOTH SPASM AND ITS PAIN fim 


Rela is most useful in the areas where narcotic analgesics are unwarranted 
and where salicylates are inadequate. Its muscle-relaxant properties are 
dependable yet significantly free of the limitations or problems often asso- 
ciated with other relaxants. 


MYOGESIC: MUSCLE snatcesic 
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Calif.; Arthur Grollman, M.D., Dallas, Tex.; E. H. 
Hashinger, M.D., La Jolla, Calif.; William Parson, M.D., 
Charlottesville, Va.; Edward H. Rynearson, M.D., 
Rochester, Minn. 

Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 

Gastroenterology: Lt. Col. Eddy D. Palmer, Ft. Sam 
Houston, Tex.; Franz J. Ingelfinger, M.D., Boston, Mass. 

General Medicine: Harold Jeghers, M.D., Jersey City, N.J.; 
John C. Krantz, Jr., PH.D., Baltimore, Md.; John P. 
Merrill, M.D., Boston, Mass.; W. D. Paul, M.D., Iowa 
City, Ia. 

General Surgery: H. Glenn Bell, M.D., San Francisco, 
Calif.; L. Kraeer Ferguson, M.D., Philadelphia, Pa.; 

Philip Thorek, M.D., Chicago, Ill.; Richard Varco, M.D., 

Minneapolis, Minn. 
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MERCK SHARP & DOHME 
presents a new series of 
televised medical reports 


medicine 


A special report on timely and vital aspects of 
the world of medicine... and their effects on the 
American way of life. 

Produced in cooperation with the 
AMERICAN MEDICAL ASSOCIATION 
from its 109th annual meeting in Miami Beach. 


medicine part 


Report from Europe: Germany Looks at Medicine USA 


ed Ja) 
me icine Ie. part a 


Progress Report: Twenty Years of Advancement 


medicine ua part S 
Situation Critical: Our Growing Shortage of Doctors 


medicine part 


Course for Action: Conquering the Problem 


Plan to view these timely televised reports to be pre- 
sented from the AMA Annual Meeting in Miami Beach 
...June 13 to 17. Watch local television listings for 


broadcasts in your area. 
11th in the series 


“Ask your doctor” 
.. presented as 
a service to 


the medical 
profession by Ss 


MERCK SHARP & DOHME, DiviSION OF MERCK & CO., INC., WEST POINT, PA. 
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Editorial 
Advisory Board 


Hematology: William Dameshek, M.D., Boston, Mass.; 
Robert J. Gilston, M.D., Amsterdam, N.Y.; William 
Harrington, M.D., St. Louis, Mo. 


Industrial Medicine: Rutherford T. Johnstone, M.D., Los 
Angeles, Calif.; Earl F. Lutz, M.p., Detroit, Mich. 


Military Medicine and Civil Defense: W. Randolph Love- 
lace, II, M.D., Albuquerque, N.M. 


Neurology and Neurologic Surgery: Bernard J. Alpers, 
M.D., Philadelphia, Pa.; Winchell M. Craig, M.p., Roches- 
ter, Minn.; James L. O’Leary, M.D., St. Louis, Mo. 


Obstetrics and Gynecology: Allan C. Barnes, M.D., Cleve- 
land, Ohio; Robert J. Crossen, M.D., Chapel Hill, N.C.; 
Ernest W. Page, M.D., San Francisco, Calif.; John L. 
Parks, M.D., Washington, D.C. 


Ophthalmology: Francis Heed Adler, M.D., Philadelphia, 
Pa.; Derrick Vail, M.D., Chicago, Ill. 

Oral and Plastic Surgery: Paul W. Greeley, M.D., Chicago, 
lll.; V. H. D. Kazanjian, M.D., Boston, Mass. 


Orthopedic and Traumatic Surgery: Edward L. Compere, 
M.D., Chicago, Ill.; Rettig A. Griswold, M.p., Louisville, 
Ky. 

Otolaryngology: Dean M. Lierle, M.D., Iowa City, Ia. 


Pathology and Laboratory Medicine: Douglas Sprunt, M.D., 
Memphis, Tenn. 


Pediatrics: Harry Bakwin, M.D., New York, N.Y.; James 
L. Dennis, M.D., Oakland, Calif.; James Hughes, M.D., 
Memphis, Tenn. 


Physical Medicine and Rehabilitation: Howard A. Rusk, 
M.D., New York, N.Y. 

Preventive Medicine, Public Health and Statistics: Odin 
Anderson, PH.D., New York, N.Y.; Leroy E. Burney, 
M.D., Washington, D.C. 

Psychiatry: George A. Constant, M.D., Victoria, Tex.; O. 
Spurgeon English, M.D., Philadelphia, Pa.; Ian Steven- 
son, M.D., Charlottesville, Va.; Stewart Wolf, Jr., M.D., 
Oklahoma City, Okla. 

Radiology: Earl E. Barth, M.D., Chicago, Ill.; Ross Golden, 
M.D., Los Angeles, Calif.; E. P. Pendergrass, M.D., Phila- 
delphia, Pa. 

Rheumatic Disorders and Arthritis: W. Paul Holbrook, 
M.D., Tucson, Ariz.; John W. Sigler, M.D., Detroit, Mich. 

Tropical Medicine: W. A. Sodeman, Jr., M.D., Philadelphia, 
Pa. 

Urology: J. A. Campbell Colston, M.p., Baltimore, Md.; 
Robert Lich, M.p., Louisville, Ky. . 
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SUCCESSFULLY CONTROLS 
STABLE ADULT DIABETES” 


Trademark, brand of Phenformin HCI 


“In our experience the action of DBI on the adult 
stable type of diabetes is impressive ...88% were 
well controlled by DBI.’’2 


“Most mild diabetic patients were well controlled on a 
biguanide compound [DBI]...regardless of age, dura- 
tion of diabetes, or response to tolbutamide.’’3 


“DBI has been able to replace insulin or other hypo- 
glycemic agents with desirable regulation of the diabetes 
when it is used in conjunction with diet in the manage- 
ment of adult and otherwise stable diabetes.'’4 

well tolerated — On a ‘‘start-low, go-slow” dosage 
pattern DBI is relatively well tolerated. DBI enables a 
maximum number of diabetics to enjoy the convenience 
and comfort of oral therapy, 

DBI (N1-8-phenethylbiguanide HCl) is available as 
white, scored tablets of 25 mg. each, bottles of 100. 
Send for brochure giving complete information. 


u. s. vitamin & pharmaceutical corp. 
Arlington-Funk Labs., division.* 250 E. 43 St., New York 17, N.Y. 


1. Pomeranze, J. as al.: J.A.M.A, 171:252, osm. 19, 1959. 2. 
re R. S.: Brit. M. J. 2:405, 1959. 3. Od W. D., et al.: 
A.M.A. Arch, Int. 102:520, 1958. 4. W:: Phen- 
formin Symposium, Houston, Feb. 1959. 5. Lambert, T. H.: ibid. 
6. Skillman, T. G., et al.: Diabetes 8:274, 1959. 7. Sugar, S. J.NG 

et al.: Med. Ann. Dist. Columbia 28: 426, 1959. 


: 
| 
= 


A Century of 
Service to Medicine 


* Trademark 


rapid remission of bacterial diarrhea 


For superior adsorbent action, POLYMAGMA contains Claysorb which is five times more 
adsorbent than kaolin. The two antibiotics in PoLYMAGMA—polymyxin and dihydro- 
streptomycin—provide synergistic bactericidal action against common enteric patho- 
gens to help restore normal intestinal function. 

POLYMAGMA is unusually safe as systemic absorption of ora! polymyxin and dihydro- 
streptomycin is negligible. 

New in vitro studyt shows Claysorb is 98-99% effective in adsorbing human enteric 
viruses Coxsackie, ECHO and poliomyelitis, types 1,2,3. Adsorption is immediate and 
constant over a wide range of pH and temperature. 

Supplied: Bottles of 8 fi. oz. Wyeth Laboratories Philadelphia 1, Pa. 
tBartell, P., Pierzchala, W., and Tint, H.: J. Am. Pharm. A. (Sc. Ed.) 49:1 (Jan.) 1960. 


POLYMAGMA 


Polymyxin B Sulfate, Dihydrostreptomycin Sulfate, and Pectin with Claysorb* (Activated Attapulgite, Wyeth) in Alumina Gel, Wyeth 
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Letters from Our Readers 


Yours Truly 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Newborn Get Cow’s Milk 


Dear Sirs: 

As can be seen from the literature up to the 
present day, there is still a wide-spread belief among 
the leading pediatricians in America and Europe that 
undiluted cow’s milk is a dangerous product to be 
fed to new-born babies. The reasons given are over- 
sized fat globules, coarse curd and cause of allergic 
reactions. 

As the homogenization process has rendered cow’s 
milk very similar to human milk in regard to colloid- 
chemical constitution, I have started all my full-term 
babies, regardless of weight and size, on undiluted 
and unsupplemented homogenized cow’s milk. With- 
in the first six weeks the babies gain at least 30 per 
cent of their birth weight and in all the years I have 
not seen a single case of milk allergy. 

There has never been a necessity to switch to any 
of the usual formulas. The mothers are relieved of the 
time consuming sterilization procedure; all they have 
to do is boil the bottle and the nipple, fill the bottle 
with homogenized milk from the original milk bottle 
and warm it to body temperature. The homogenized 
milk comes pasteurized with all the natural vitamins 
preserved. 

A certain routine in baby feeding has proved help- 
ful. A four-hour interval between feedings is strictly 
maintained and the baby is given as much milk as he 
or she wants to draw within a reasonable period of 
about 20 minutes. Breast babies are offered the bottle 
after each breast feeding to ensure an adequate 
amount of nourishment. 

If the baby fusses before the four hours are up, 
we consider this as an indication that solids have to 
be added, usually around the fourth or fifth day of 
life. We start with baby food cereals in milk, about 
two teaspoonsful before each milk feeding. 

After another week baby food vegetables and after 
that, baby food fruit are added. The early use of solids 
in the baby diet helps prevent “baby anemia.” At an 
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age of 6 weeks, liver or meat may be added if the 
baby accepts it. Eggs are given during the second 
half of the first year because of their allergenic 
potentiality. The mothers should be encouraged to 
report by phone every two or three days during the 
first two weeks and then every one to two weeks. 

ERNST FRIEDLANDER, M.D. 
San Jose, Calif. 


Residency Repeal 


Dear Sirs: 

I am writing this letter and requesting that it be 
published in GP to invite comment and discussion at 
the membership level concerning the arbitrary and 
unrealistic attitude of the American Medical Asso- 
ciation, as advised by the Academy, toward general 
practice residencies. 

In Flint, Mich. we have three open staff hospitals, 
with a total bed capacity of over 1,200 beds, in which 
all medical doctors have privileges to the extent of 
their abilities. Probably 65 per cent of these patients 
are under the care of general practitioners. 

Any medical doctor, after receiving his license, may 
become an active staff member with full privileges 
in medicine, pediatrics and obstetrics. Through a 
preceptorship training period he may obtain surgical 
privileges commensurate with his ability and desire. 
Thus, our situation differs from that in many cities in 
which the hospitals are closed staff with few or no 
privileges extended to general practitioners. 

With this liberal hospital attitude, most interns 
are reluctant to spend two additional years of train- 
ing in a general practice residency. In our present 
group in one hospital, four would have been inter- 
ested in one additional year if a full rotation through 
the services were allowed during that year. With the 
present inflexible ruling, however, they have elected 
to take no additional training. 

The AMA Committee on Residencies refuses to 
consider a one-year program. Their attitude is two 
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THE OUTLOOK IS CALM 
FOR THE HYPERTENSIVE 


Butiserpine’ 


—just enough reserpine (0.1 mg. per tablet or tea- 
spoonful) to help control blood pressure without 


side effects. 
—just enough BUTISOL Sodium® butabarbital 


sodium (15 mg.) to induce calmness without 
drowsiness. 


Butiserpine Tablets + Elixir + Prestabs® Butiserpine R-A 6 
(Repeat Action Tablets) 
Philadeiphia 32, Pa. 
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Yours Truly 


years or none at all. Thus, several doctors each year 
enter private general practice in Flint without an 
additional 12 months’ training which they would have 
taken were it allowed. 

I am sure that other hospitals must have the same 
problems. Perhaps if enough comment is stimulated, 
the AMA and AAGP will realize that each hospital 
might know what is best for its own training program 
and, within limits, allow some flexibility in the types 
of programs for different localities. 

CAMPBELL CUTLER, M.D. 


Flint, Mich. 
Hunting Locations 
Dear Sirs: 


I am now in the process of trying to find a new 
location to practice general medicine. Being a mem- 
ber in good standing of the Academy I wonder if you 
have any placement service. 

MARK WATSON, M.D. 
1000 Eastern Ave. 
Plymouth, Wis. 


Dear Sirs: 

Do you maintain a physician placement service? 
I am interested in information about practice open- 
ings in the West and Midwest. 

I am 29 years old, am married and have two chil- 
dren. My A.B. degree was received from the Uni- 
versity of Missouri in 1952 and I was graduated from 
George Washington University School of Medicine 
in 1959. I am now completing my internship at U.S. 
Naval Hospital, Camp Pendleton, Calif. 

Lt. HARRY SILSBY BROWN, JR., USNR, MC 
U.S. Naval Hospital 
Camp Pendleton, Calif. 


Both Dr. Watson and Lt. Brown have been advised 
that the Academy does not maintain a physician place- 
ment service since each of the state medical societies 
operates such a service, and the American Medical 
Association has a physicians placement service which 
acts as a central clearing house for all the state medical 
societies. However, readers who may know of openings 
are asked to contact Drs. Watson and Brown. 

— PUBLISHER 
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Lethal Emotion 


Dear Sirs: 

Our profession has been concerned for some time 
about the statistics showing that physicians asa group 
have a 10 per cent higher death rate from cardio- 
vascular disease than the population at large. Since 
it is generally accepted that cardiovascular disease is 
closely related to nervous stress and strain, it follows 
that as physicians we apparently put up with more 
emotional strain than do our contemporaries in other 
professions. 

Let us be honest with ourselves. Are we actually 
under more emotional strain than a great many of the 
other professional or semiprofessional people in our 
world today? Stress is an integral part of living today. 
We might well ask ourselves why it is that we, as 
physicians, are so prone to develop cardiovascular 
diseases. 

To attack the problem then we must discover what 
is the etiologic factor. What particular tension or 
emotion is responsible in physicians for cardiovascu- 
lar disease? In examining the various emotions, it 
seems to me that the most lethal is ‘‘resentment.” 

Think for a moment what happens inside you 
when the telephone rings just as you are stepping 
outdoors to play your weekly game of golf. What is it 
that seems to tighten something in your chest as you 
answer the phone to find that it is Mrs. Bigshot with 
a minor gastronomic upset that she has had for 
several days, but has decided to call you on your day 
off so she won’t have to wait her turn in the office. 
You will probably attend Mrs. B’s stomach, but 
yours will require a dose of Sippy Powders, and that 
tight feeling inside your chest will last for several 
hours. What produced this tight feeling inside your 
chest? I suspect “resentment”’ is the etiologic factor. 

In our efforts to eradicate a disease, our first desire 
is to find some means of prophylaxis, and I think that 
King Solomon had the answer for this particular 
situation. He had tried to find contentment by in- 
dulging himself in all the known pleasures, and some 
which he invented. In the end he admitted that, 
“There is nothing better for a man than that he 
should eat and drink, and that he should make his 
soul enjoy good in his labor.” 

Certainly, the man who is content with his labor 
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Armour Pharmaceutical Company 


Announces New Systemic 


Chymoral 


AM PLEASED to inform you of 
the latest development of our Com- 
pany’s research. 


To the expanding field of systemic anti- 
inflammatory enzymes we are introduc- 
ing Chymoral. It is a specially coated 
tablet specifically designed for intestinal 
absorption. The activity is supplied by a 
purified concentration which has specific 
trypsin and chymotrypsin activity in a 
ratio of approximately six to one. 


During past months, clinical investi- 
gators have evaluated Chymoral in a wide 
range of inflammatory conditions. They 
have reported to us as well as to the 
medical journals on the therapeutic re- 


1. Beck, C.; Levine, A. J.; Davis, O. F., and Horwitz, B.: Clinical Studies with an Oral 
Anti-inflammatory Enzyme Preparation. Accepted for publication in Clin, Med. (March) 


sponse, convenience and safety of this 
oral form. 


Patients have responded very well on 
a Chymoral dosage schedule of 2 tablets 
q-i.d. and one tablet q.i.d. for mainte- 
nance. Important, too, is the fact that 
where other therapeutic agents were used 
there were no incompatibilities. 


Chymoral is indicated in a wide range 
of inflammatory conditions to control in- 
flammation, curtail swelling and curb 
pain. 

If you would care to review some of 
the published reports on Chymoral we 
shall be happy to send reprints of these 


papers to you. 


Robert A. Hardt 
President 


1960. 2. Billow, B. W.; Cabodevilla, A. M.; Stern, A.; Palm, A.; Robinson, M., and Paley, 
S. S.: Clinical Experiences with an Oral Anti-Inflammatory Enzyme for Intestinal Absorp- 
tion. Accepted for publication in Southwestern Med. (May) 1960. 3. Teitel, L. H.; 
Siegel, S. J.; Tendler, J.; Reiser, P., and Harris, S. B.: Clinical Observations with Chymo- 
trypsin in 306 Patients. Accepted for publication in Indust. Med. (April) 1960. 4, Clinical 
Reports to the Medical Dept., Armour Pharmaceutical Company, 1959. 5. Reich, W. J., 
and Nechtow, M. J.: Scientific Exhibit, Chicago Medical Society (March) 1960. 6. Taub, S. J.: 


Paper presented Annual Meeting, ITAK Medical Fraternity, Miami, Florida (March) 1960, 
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Yours Truly 


and does not fret about the inconvenience of having 
to work, is the happiest man and holds little ‘‘resent- 
ment” for those for whom he is laboring. I am afraid, 
however, that selfishness enters the etiology also. 

The prophylaxis and treatment that we need then 
is this—render unselfish service and realize from the 
very beginning that people are and will be unreason- 
able and that sick people are especially unreasonable 
—not always because they wish to be, but because 
they are sick. 

It is high time therefore for all physicians, and 
general practitioners in particular, to re-evaluate 
themselves and their relationship with their patients. 
We are complaining about our loss of prestige and 
respect, but have we been looking in the right places 
for the cause of our downfall? 

Respect is earned, not merely deserved because of 
our scholastic degrees or social standing. Honor and 
respect by our fellow men must be won. Our best 
hope of regaining our rightful place in society is to 
renew our sense of dedication to our patients. By 
being more concerned about rendering service than 
being served, we will overcome our resentment and 
regain the respect of our fellow men, and inciden- 
tally, live longer, more useful lives. 

JAMES G. KITCHEN II, M.D. 
Pocono Lake, Pa. 


Our Privilege 
Dear Sirs: 

I wish to thank you for a very stimulating and 
pleasant meeting in Philadelphia. It was a true 
pleasure to take part in it. Your arrangements, 
exhibits and everything were truly fine. 

BAYARD CARTER, M.D. 
Duke University Medical Center 


Dear Sirs: 

Having just returned from presenting a scientific 
exhibit at the annual meeting of the American 
Academy of General Practice, I.should like to com- 
ment briefly on this meeting. My impression is that 
your meeting is one of the best in the country in 
terms of consistent attendance and interest of the 
participants. The scientific and technical exhibits 
Were on a par with those of any national meeting I 
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have ever attended. The organization of the meeting 
was excellent, this being especially true in the 
arrangements for those of us having scientific 
exhibits. I felt it a privilege to have attended. 

LEO E. HOLLISTER, M.D. 
Palo Alto, Calif. 


Going West 
Dear Sirs: 

I am a 1957 graduate of the University of Okla- 
homa School of Medicine. I served my internship at 
Fitzsimons Army Hospital and now am currently in 
the USAF. It is my intention to enter general prac- 
tice when I finish my military service. I would like 
very much to become affiliated with your group. 

I will finish my military service on June 26. I then 
desire to go into general practice in West Texas, New 
Mexico or Colorado. I would like to go into practice 
with another man or a small group. 

SHERMAN A. HOPE, M.D. 
1105 Yale Avenue 
Panama City, Fla. 


California Opportunity 
Dear Sirs: 

I am interested in a general practitioner between 
the ages of 25 and 35. He must have completed a 
one-year rotating internship and preferably a two- 
year general practice residency. He must have com- 
pleted service requirements or show proof of in- 
eligibility for the draft. He must be a Roman 


-Catholic. 


The position offered is for one year leading to full 
partnership in a well established general practice in 
North Sacramento, Calif. There will be a guaranteed 
salary of $1,000 per month or a percentage of his bill- 
ing charges, which ever is the greater. The practice is 
located in a well equipped bungalow office with clini- 
cal laboratory capable of doing the most common 
laboratory procedures, including blood chemistry 
and bacteriology. The office is close to hospitals with 
a total of 800 beds. 

WILLIAM W. BALLOU, M.D. 
2296 Oakmont St. 
North Sacramento 15, Calif. 
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Neo-Polycin Ointment 


helps clear 


topical infections 
promptly 


Neo-Polycin® provides neomycin, bacitracin and 
polymyxin, the three antibiotics preferred for top- 
ical use because these agents are rarely used 
systemically. This combination is effective against 
the entire range of bacteria causing most topical 
infections...has a low index of sensitivity...and 
does not interfere with wound healing. And Neo- 
Polycin provides these three antibiotics in the 
unique Fuzene® base, which releases a higher 
concentration of antibiotics than is possible with 
grease-base ointments. 

Each gram of Neo-Polycin contains 3 mg. of neomycin, 400 


units of zinc bacitracin and 8000 units of polymyxin B sulfate 
in the unique Fuzene base. Supplied in 15 Gm. tubes. 


PITMAN-MOORE COMPANY 


DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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Yours Truly 


Values Association 


Dear Sirs: 

Thank you for informing me of a change in status 
from associate to active membership in the Academy. 

At the present time I am a Fulbright Research 
Scholar in Norway and am not in a position to change 
my status. In addition I hold an academic position 
in the United States which scarcely would qualify 
me for continued membership in the Academy. Thus, 
I feel that within the period required I could not 
submit the proper credentials to qualify for rein- 
statement. It seems most practical that I do not 
attempt to become an active member at this time. 

I would, however, like to maintain some type of 
association with the Academy. If it is not possible 
to continue as an associate, I wish to continue re- 
ceiving GP so that I may be informed of the current 
events of the Academy as well as the articles of 
topical interest. 

CHARLES JOHNSTON, JR., M.D. 
Oslo, Norway 


Illinois Practice 


Dear Sirs: 

Inasmuch as my late husband was a great believer 
in the Academy, I am writing to inform your readers 
that there is an excellent opportunity for someone 
who may want to take over a fine general practice 
here in this residential community on the southern 
edge of Chicago (Roseland). 

My husband practiced from a suite of modern 
offices and treatment rooms on the first floor of our 
home and a four-room apartment upstairs. The 
neighborhood has few doctors—and we are located 
across from a large church and close to schools, 
shopping centers and good transportation. 

The building is well-established as a community 
medical center and Doctor’s patients are anxious for 
me to find someone to continue his work. 

This desirable office and home combination is 
offered for sale at a reasonable price with terms to 
suit the individual. 

Mrs. FRANK HEDA 
10159 South Park Ave. 
Chicago 28, Ill. 
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COWS MILK 
ALLERGY? TRY 
MEYENBERG 
GOAT MILK 

FIRST 


When infants are reactive to cow’s milk 
formulas, the sensitization is usually to the 
lactalbumin fraction. Since lactalbumin is a 
species-specific protein, another mammalian 
milk, such as goat’s milk, is a logical and prac- 
tical substitute. Meyenberg Goat Milk pro- 
vides the infant with the irreplaceable values 
and unidentified growth factors which nature 
makes available in natural milk. Meyenberg 
Goat Milk is nutritionally equal to cow’s milk 
in protein, carbohydrates and fat; it is avail- 
able in both evaporated and powdered form in 
14 oz. cans. 


Samples available on request 


MEYENBERG GOAT MILK 


Dependable quality since 1934 


JACKSON-MITCHELL 
Pharmaceuticals, Inc. 


10401 Virginia Avenue, Culver City, Calif. 
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now... for greater patier 


a smooth, creamy preparation 
containing the highly active 
topical corticosteroid, 
triamcinolone acetonide, 

plus neomycin 


Aristocort Acetonide Cream 


TRIAMCINOLONE ACETONIDE 0.1% 


Tubes of 5 and 15 Gm. 
Aristocort Acetonide Ointment 


TRIAMCINOLONE ACETONIDE 0.1% 


a form of Tubes of 5 and 15 Gm. 
ARISTOCORT® Especially desirable in thick lichenified chronic dermatoses requiring frictional applicatic 
Triamcinolone 
fill Neo-Aristocort® Acetonide Eye-Ear Ointment 
to any NEOMYCIN-TRIAMCINOLONE ACETONIDE 0.1% 
: topical need Tubes of oz. 


For inflammatory, allergic, infective eye and ear conditions 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


*Classified by the Commission on Education as accepiable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


JUNE 


*15-18: Colorado chapter and Children’s Hospital, summer 
clinics, Graub, Colo. (14 hrs.) 

*16-18: University of Pennsylvania, course on hematology, 
Graduate Hospital, Philadelphia. (18 hrs.) 

*17-18: Michigan chapter, Upper Peninsula Medical 
Society Meeting, Escanaba. (5 hrs.) 

*20-23: University of Pennsylvania, course on ballisto- 
cardiogram, Graduate Hospital, Philadelphia. (18 hrs.) 

*23-25: University of Pennsylvania, course on peripheral 
vascular diseases, Graduate Hospital, Philadelphia. (18 
hrs.) 

23-25: University of Rochester and Rochester Regional 
Hospital Council, course on obstetrics and gynecology in 
general practice, Strong Memorial Hospital, Rochester, 
N.Y. (15 hrs.) 


JULY 


*5-8: University of Colorado and Colorado Ophthalmology 
Society, course on ophthalmology, Aspen. (16 hrs.) 

*ll: Harris County (Texas) chapter and University of 
Texas, present status of cancer research, Jesse Jones 
Library Building, Houston. (1 hr.) 

*11-13: University of Colorado, course on obstetrics and 
gynecology, University of Colorado Medical Center, 
Denver. (12 hrs.) 

*13: Second District Louisiana chapter, ear, nose and 
throat in general practice, Hilton Inn, Keener, La. (1 hr.) 

*14-16: University of Colorado, dermatology for general 
practitioners, University of Colorado Medical Center, 
Denver. (20 hrs.) 

*18-21: New Mexico chapter, annual meeting and summer 
clinic, Ruidoso. (12 hrs.) 

“18-24: Duke University, postgraduate medical course, 

Morehead City, N.C. (24 hrs.) 
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On the Calendar 


18-30: Michael Reese Hospital, course in electrocardio- 
graphic interpretation, Michael Reese Hospital, Chi- 
cago. (92 hrs.) 

*20-21: Colorado chapter, Colorado State Medical Society 
and Colorado Division of the American Cancer Society, 
Rocky Mountain Cancer Conference, Denver-Hilton 
Hotel, Denver. (10 hrs.) 

*22-24: New York Academy of Medicine and Seminars on 
Hypnosis Foundation, seminar on hypnosis, Waldorf 
Astoria Hotel, New York City. (21 hrs.) 

29-31: Colorado chapter, hypnosis symposium, Denver. 

(24 hrs.) 


AUGUST 


4-7: Washington chapter, annual meeting and second 
Northwest Regional Meeting of Oregon, Idaho, Mon- 
tana chapters, Olympic Hotel, Seattle, Wash. 

*8: Harris County (Texas) chapter and University of Texas, 
course on low back pain, Jesse Jones Library Building, 
Houston. (1 hr.) 

*11-13: University of Colorado, medical statistics for the 
clinician—‘‘What Numbers Can You Believe?’”’, Denver. 
(20 hrs.) 

*15-19: University of Colorado and Colorado Heart Asso- 
ciation, western cardiac conference, Phipps Auditorium, 
Denver. (24 hrs.) 


SEPTEMBER 


*1-6: University of Colorado, course on pediatrics, Estes 
Park, Colo. (30 hrs.) 
Continued on page 223 


Annual AAGP Meetings 


Annual Scientific Assembly 
Apr. 17-20, 1961: Miami Beach Auditorium, Miami 
Beach, Fla. 


Annual Symposium on Infectious Diseases 
Sep. 23, 1960: Battenfeld Auditorium, Kansas City, Kan. 
Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 


Annual State Officers’ Conference 
Sep. 24-25, 1960: Hotel Muehlebach, Kansas City, Mo. 
Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 


33 


“yy 
Us 
ratio 


all of these patients depression—a common problem 
anxi .| in office practice... 
have lely "y a “It is generally acknowledged that at least 
40 to 50 per cent of the patients seen in 
private practice have emotional problems 
and that true depressions or depressive 


equivalents are found in more than half of 
these.” Cooper, J. H.: J. Am. M. Women’s A. 14:98, 1959 


anxiety often “masks” underly- 


ing depression... 

“Although ataractics have a definite place 
in therapeutics, their use in depressed states 
is limited, and in many cases even contra- 
indicated. A large number of patients with 
psychogenic disorders are given ataractics 


oS but half oan AM | for the relief of anxiety symptoms. Since’ 


the anxiety is actually due to depression, 


antidepressa essant, not a the response, if any, is transient and occa- 
sionally the patient may become worse....” 


IN DEPRESSION AND 
DEPRESSION-INDUCED 
ANXIETY 


the common problems basically unresponsive to tranquilizers 


© relieves the anxiety 
by removing 
the depression itself 


brand of phenelzine dihydrogen sulfate 


dosage: One tablet three times a day. 
i supplied: Orange-coated tablets, each containing 
15 mg. of phenylethylhydrazine present as the 


AE dihydrogen sulfate. Bottles of 100. 
Complete Nardil Bibliography 


MORRIS PLAINS, NJ on request to the Medical Department. 
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PERSONALITIES in the Medical News 


June 1960 


Franklin D. Murphy, M.D. 
A Further Pursuit 


NEXT MONTH, Kansas University Chancellor Franklin Murphy 
will become chancellor of UCLA. 

At Kansas (where he had also been medical school dean), 
44-year-old Dr. Murphy is known for his pursuit of excellence. 
The honorary Academy member instigated the famous Rural 
Health Program which reversed a rapid decline in the number 
of doctors in rural areas (ten of the state’s counties 

had no physician) to a shift which saw every community 

of 1,000 or more with at least one practicing physician. 


Floyd M. Burgeson, M.D. 
More Ch.D’s. 


ACADEMY MEMBER Floyd Burgeson, Des Moines, Ia., backs up 
his beliefs with action. The 52-year-old general practitioner 

is running for U.S. representative from Iowa’s fifth district. 
His philosophy is summed up in these words: ‘What our 
country needs is more Ch.D’s. Ph.D’s. are fine, but doctorates 
in character are necessary in these trying times if our way 

of life is to succeed. The emphasis should not be on personal 
glory, but on service. To accomplish this politically, a person 
must often make financial, social and personal sacrifices.” 


Rene J. Dubos, Ph.D. 
Penicillin Was Inevitable 


AT THE AMA meeting in Miami Beach, the night of June 15th 
will be set aside to honor the recipient of the 1960 Passano 
Foundation Award, Dr. René J. Dubos. Dr. Dubos 

was selected in recognition of his many researches 

in bacteriology and biochemistry, especially the use 

of specific enzymes in biochemistry, the chemotherapy 

of tuberculosis and pioneer work on antibiotics from soil 
organisms. It has been said that Dr. Dubos’s “reasoning 

and demonstration made penicillin inevitable.” 
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Raudixin-the cornerstone of antihypertensive therapy- 
helps relieve the pressures in your patients-helps 
relieve the pressures on your patients / 50 and 100 mg. tabiets 
whole root rauwolfia for exceptional patient response 


Squibb Quality —the Priceless ingredient 


Squibb Whole Root Rauwollia Serpentina/‘RAUDIXIN’® 88 A SQUIBB TRADEMARK 
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Sense and Nonsense 


RICHARD ASHER, in the September, 1959 Lancet, 
addresses himself to the art of medicine and the 
science of research in the following words: “If 
you admit to yourself that the treatment you are 
giving is frankly inactive, you will inspire little 
confidence in your patients (unless you happen 
to be a remarkably gifted actor), and the results 
of your treatment will be negligible. But if you 
believe fervently in your treatment, even though 
controlled tests show that it is useless, then your 
results are much better, your patients are much 
better, and your income is much better too. I be- 
lieve this accounts for the remarkable success of 
some of the less gifted but more credulous mem- 
bers of our profession, and also for the violent 
dislike of statistics and controlled tests which 
fashionable and successful doctors commonly dis- 
play. It is an almost insoluble problem, and the 
majority of worthwhile doctors are driven to a 
compromise in which they muster enough genuine 
belief in their treatment to keep their patients 
happy and maintain their own self-respect, while 
preserving enough doubt to admit their inade- 
quacy during transient bouts of uncomfortable 
honesty.” 
These, we believe, are words well spoken. 


Misunderstanding the Joint Commission 


THE March 1960 Bulletin of the Joint Commis- 
sion on Accreditation of Hospitals is devoted to 
better communication. It starts with a statement 
that there seems to be some misunderstanding 
concerning the functions and policies of the com- 
mission. 

This may well be the understatement of the 
year. There have been resolutions concerning the 
functions and policies of the commission intro- 
duced at every medical meeting from the county 
medical society up through the American Medi- 
cal Association during the past few years. Hospi- 
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tal administrators also have questions. One of the 
best attended sessions at the annual American 
Hospital Association meeting is the seminar on 
the joint commission, conducted by the director, 
Dr. Kenneth B. Babcock. 

The builetin points out that the misunder- 
standings may be partly due to lack of informa- 
tion from the commission, partly from failure of 
the hospital administrator and medical staff 
officials to disseminate the information provided 
and partly from individuals acting as authorita- 
tive spokesmen without learning the facts of ac- 
creditation. 

As a step toward improving communication, 
the commission summarized its functions: 

“The Commission’s function is to help hospi- 
tals. It is not punitive in character and has no 
authority to ‘make’ anyone do anything. The 
pressures come from other agencies which have 
recognized that the standards established by the 
Commission have proved to be effective in assur- 
ing safe patient care, and have used accreditation 
as a criterion for their own purposes. This is true 
of many insurance firms and organization welfare 
funds. Some states predicate the payment for pa- 
tient care and the allocation of funds for con- 
struction on the basis of accreditation. These are 
potent weapons, but they are not of the Commis- 
sion’s making. They do exist, however, and this 
adds to the responsibilities of the medical and 
hospital professions and of the Commission to 
maintain the accreditation program on a volun- 
tary basis under the control of the professions.”’ 
The commission then offers the following: 

“In order to improve communications and 
spread knowledge about the accreditation pro- 
gram as widely as possible, we ask your help and 
offer the following suggestions: 

“1. Share the Bulletin of the Commission. 
Two copies are sent free to every hospital. One 
copy is addressed to the attention of the adminis- 
trator and one copy to the attention of the chief 
of staff. Make them available to all members of 
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the staff and file them in an accessible place. 
They may be mimeographed for wider distribu- 
tion or additional copies may be purchased at 
fifteen cents each. 

“2. Consult the Standards for Hospital Ac- 
creditation to answer questions about the re- 
quirement for accreditation. If you are asked to 
do something you think is unnecessary or foolish 
and the only reason given is that the Commission 
requires it, investigate for yourself. 

“3. When the hospital is scheduled for a sur- 
vey, notify the medical staff of the date and give 
staff members an opportunity to meet with the 
field representative to answer their questions. 

“4. Don’t hesitate to write to the Commission 
for information. Be assured of our willingness to 
be of all possible help to you.” 

Academy members who have questions on the 
requirements of the Joint Commission on Ac- 
creditation of Hospitals should consult the 
“Standards for Hospital Accreditation.’’ Misin- 
formation among staff members causes many 
serious conflicts to develop. If there are differ- 
: ences on the interpretation of the requirements, 
write to the commission. The address is 200 East 

Ohio Street, Chicago 11, III. 


Simon Baruch, M.D. 


SIMON BARUCH, pioneer in rehabilitation in this 
country, had a remarkable career. Born in West 
Prussia in 1840, he came alone to the United 
States at the age of 15. He knew only one man, a 
Mr. Baum, who ran a general store in South 
Carolina. Baruch worked in this store and saved 
money to start his career in medicine, first as an 
apprentice and then at the Medical College of 
Virginia. 

He served in the Confederate Army with dis- 
tinction and he never thereafter lost his love for 
the South. Despite a tall and dignified bearing, 
it is said that “when he heard the band play 
‘Dixie,’ disregarding dignity and throwing de- 
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corum to the winds, he became a red-hot, dyed- 
in-the-wool Confederate again and no matter 
where he was, he got up and gave the rebel yell.” 

Returning to South Carolina, Baruch served as 
a practitioner of medicine with ever-increasing 
distinction. At the age of 34, he was elected 
president of the South Carolina Medical Associa- 
tion. In 1880, he was made chairman of the South 
Carolina State Board of Health. 

Looking for still wider fields of service, Baruch 
moved to New York in 1881 and began there the 
work on hydrotherapy and rehabilitation for 
which he became internationally renowned. 

Baruch introduced the shower bath into this 
country and was a crusader for public bath houses 
for the poor. He wrote extensively on physical 
therapy methods and pioneered in their use in 
this country. 

At this time when we are increasingly interested 
in care of the aged and chronically ill, it provides 
perspective to read Baruch’s words in 1885 when 
he was chairman of the attending staff at Monte- 
fiore Hospital in New York. As the early leader of 
a hospital which has continued in the forefront of 
rehabilitation, Baruch gave as his goal restoration 
of the sick “‘to the fullest physical, mental, social, 
vocational and economic usefulness of which 
they are capable.” 

His distinguished son, the financier and states- 
man, Bernard Baruch, has carried on his father’s 
work by his generous support of physical therapy 
and rehabilitation medicine. 


Physician, Heal Thyself 


AMONG the curious psychologic quirks which pre- 
vail among members of the medical profession is 
a reluctance among many of its members to take 
the same degree of care of their own health as 
they would recommend to their patie ‘s. We are 
told time and time again that any given disease 
is no respecter of persons, that infection, neo- 
plasm and degeneration are the common lot of 
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man; that death, destruction, pestilence and 
decay attack the strong and the weak, the rich 
and the poor, the educated and the illiterate, etc. 
Yet we do not apply our knowledge to ourselves. 
When we do so, it is only with great reluctance, 
often when the matter is pressed upon us. In 
primitive societies the medicine-man is not 
supposed to fall ill lest it indicate a failure of his 
magic. Unconsciously many physicians appear to 
subscribe to this attitude. 

As a group we give lip service to such preven- 
tive measures as annual physical examinations, 
cancer detection clinics, mass x-ray screenings 
and other devices designed to protect the public. 
However, only a minority of us participate in 
them as patients. In fact, most doctors do not have 
a “personal physician.”’ This is strange because 
priests go to confession, lawyers take counsel of 
their colleagues regarding their personal affairs, 
and even barbers have their hair-cut colleagues. 
The doctor stands aloof, surrounded by a fictive 
aura of immaculacy. In most diplomas which 
confer the degree of Doctor of Medicine there is 
usually a statement that the degree entitles its 
holder to “all rights and privileges pertaining 
thereunto.”” Apparently, the most significant of 
these rights and related privileges is that of 
walking around and going about one’s business 
when one is sick. 

Much of this attitude stems from the most 
praiseworthy motives. The “‘corporate image”’ of 
a doctor is that of a selfless man who places his 
patients’ welfare first and disregards himself. 
Those doctors who live amid the rigors of a New 
England winter are accustomed to suffer from 
time to time from the ‘‘virus”’ (formerly known as 
“the prevailing grippe’’). For their patients, they 
prescribe absolute bed rest, plenty of fluids, 
aspirin and codeine. They themselves rise in the 
morning somewhat feverish, aching in every 
bone, often with a sore throat and cough. They 
bathe hastily, gargle briefly, swallow an anti- 
pyretie and analgesic, gulp breakfast, and go 
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about their rounds. How much of “‘the virus’”’ is 
spread among patients and their unsuspecting 
families cannot be estimated. Sometime during 
the day, these doctors join their colleagues at a 
meeting or conference in the hospital, sneezing, 
coughing and doing everything they can to pass 
“the virus” along. Fortunately, they are not 
spreading childbed fever. 

Doctors read in the morning paper of the sud- 
den death of a physician under the age of 50 
from ‘“‘a coronary occlusion.’’ With mild distaste 
we recollect a few recent episodes of pain in our 
own chests, but the telephone rings and we dis- 
miss it from our minds. Later in the day we meet 
a colleague who may mention casually that he 
has been having some chest pains lately and 
“must be getting neurotic lately with all these 
coronaries going around.”” Having mentioned 
this, he feels relieved of the onus of seeking 
further medical evaluation or advice. He cer- 
tainly does not appear at the office of another 
physician to be examined. When we read his 
obituary, we are likely to say to ourselves that 
he had no warning, no premonition and that it 
was a bolt from the blue. Or, if we happen not to 
have repressed our recollection of his casual 
remark about some chest pain, we say that he 
was a fine fellow who never spared himself and 
was devoted to his patients. 

Currently, the practice has developed among 
large corporations of having important executive 
personnel undergo a thorough annual physical 
examination, complete with endoscopic examina- 
tions, x-rays, electrocardiograms and laboratory 
tests The examination may be administered by 
a company physician or it may be done by an 
independent clinic. Yet the company physician 
does not avail himself of the benefit of such an 
examination, nor has the practice found any 
popularity with hospitals, medical schools or 
research institutions. We do think of ourselves 
last. 

There is a hierarchy in our stratified society 
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which makes sharp distinction between the roles 
of individuals as they function in society. One of 
the sharpest distinctions is that between doctor 
and patient. The degree of our ego-involvement 
in maintaining our status as doctors does not 
permit us to cross this line with ease, not until it 
is forced upon us. When a doctor takes off his 
white coat and is assigned a number, the loss of 
caste is great. To this must be added the further 
indignities of being interrogated about one’s 
personal life, one’s habits, of being poked and 
prodded; in short being treated as we are ac- 
customed to treat others. It is appalling: Why, 
the next thing one knows, one will be handed a 
prescription! 

It should be apparent that to practice medicine 
with one’s greatest degree of proficiency is hard 
work and one must be in good physical and 
mental condition to do so. It is not amusing to 
hear one’s last patient of the day say “Doctor, 
you look sicker than I do.’”’ The day may even 
come when he will go to a doctor who looks 
healthy. It would also be pleasant to think that 
we had learned something about the nature of 
disease from our years spent in study and prac- 
tice. 


Uncle Wilfred 


“THERE is no logical reason why doctors shouldn’t 
own stock in an insurance company, the same as 
merchants, lawyers and milkmen,” Uncle Wil- 
fred observed when he read an advertisement 
for an insurance company, the officers of which 
are all physicians. But he pondered over the 
big headline on the ad proclaiming that ‘Only 
a doctor understands the insurance needs of a 
doctor.” 

“This means, I suppose,’”’ mused Uncle Wil- 
fred, “that only an insurance man knows the 
medical needs of an insurance man—and only 
an automobile salesman knows when to operate 
on an automobile salesman.”’ 
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Staphylococcal Infections 
in the General Hospital 


THE PRECIPITOUS RISE in staphylococcal infec- 
tions has created an alarming situation within 
many of our hospitals today. This “inbred”’ dis- 
ease affects not only the patients on the medical 
and surgical services, but also the physicians, 
nurses and members of the housekeeping, die- 
tary and other ancillary services. Some institu- 
tions apparently have not been troubled with this 
problem. In others, however, there appears al- 
most daily a postoperative wound infection; a 
staphylococcal pneumonia in a debilitated medi- 
cal patient; a furuncle amongst a house physician, 
nurse, or nurse’s aid; or a staphylococcal pharyn- 
gitis in a dietician or housekeeper. 

Nothing can be more disheartening to the 
physician than to see a patient successfully re- 
cover from a prolonged illness only to develop a 
staphylococcal abscess at the site of a “cut- 
down” and finally succumb with staphylococcal 
septicemia, liver and brain abscesses. The sur- 
geon hesitates to perform elective surgery at an 
institution plagued by staphylococcal infections 
because of the increased risk of deep wound infec- 
tion, pneumonia and other postoperative compli- 
cations. He can no longer advise a patient with 
the same degree of assurance that “it’s a rela- 
tively minor operation, and you’ll be out of the 
hospital in three or four days.’’ In surgery in- 
volving the use of homografts, prosthetic substi- 
tutes and heart-lung machines, the sequelae of 
these infections are even more disastrous. 

Why has the staphylococcus arisen as such a 
threat? In one sense, we may look upon this as 
another iatrogenic problem. It is difficult to deny 
that the misuse of penicillin and the tetracycline 
derivatives in the treatment of the common cold, 
or in the “prophylactic” use after surgery, has 
resulted in the emergence of strains of hemolytic 
staphylococci which are almost always resistant 
to these drugs. The infrequency with which 
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chloramphenicol was initially used after the first 
reports of its untoward reactions, probably ac- 
counts for the greater susceptibility of the 
staphylococcus to this drug today. Perhaps too, 
there has been an increasing laxity in aseptic 
techniques under the guise of “antibiotic cover- 
age.’’ These must represent only partial answers, 
since the infection problem in some institutions 
has reached staggering proportions, whereas in 
others of comparable size, age and population 
density it is almost nonexistent. 

The first concern of any hospital considering 
staphylococcus infections should be an evalua- 
tion of the extent of the problem within its walls. 
This must not depend on vague impressions of 
the incidence of infection, or on the haphazard 
reporting of cases by the individual physician or 
by the record-room staff. A detailed study must 
be made of the hospital course of every patient 
from the standpoint of a “hospital-born”’ infec- 
tion. This can be performed by a special Hospital 
Infection Committee, or perhaps better yet by 
an individual devoting full time to this investiga- 
tion. Diligent surveys of this kind have shown 
that the true incidence of postoperative infec- 
tions may be in the range of 5 per cent or more, 
whereas a more casual reporting on infections in 
the same institution yielded far lower figures. 

Having ascertained that a real problem of “‘in- 
born” infection exists in an institution, what can 
be done? It is quite evident that the solution must 
be on a hospital-wide basis. Attempts to “clean 
up” the operating room, for example, will be of 
little avail if the patient is moved from the op- 
erating theater to a bed harboring staphylococci 
in the same blanket previously used by an in- 
fected patient; or if the dietician serving the 
patient postoperatively has an active staphylo- 
coccic pharyngitis. Since the incidence of infec- 
tion in patients in semiprivate or ward accommo- 
dations is much higher than in patients in private 
rooms, additional sources of contamination, other 
than the operating room, must be involved. 
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The responsibility for controlling infection is 
therefore not that of any individual department, 
but that of the administration of the hospital. 
Most institutions have found it desirable to ap- 
point a standing Committee on Infections. Such 
a committee should consist of members of the 
medical, surgical and pediatric staffs and repre- 
sentatives from the nursing, housekeeping, op- 
erating room and administrative departments. 
This committee can then survey the entire hos- 
pital situation, investigate all possible sources of 
contamination or spread of infection, and make 
recommendations to the administration. 

Standards and means of establishing proper 
asepsis and cleanliness in the various hospital 
areas and departments can be culled from the 
abundant literature on this subject. In some in- 
stances, however, it may be advisable to employ 
an outside expert in the field of staphylococcal 
control to assist the Infection Committee in its 
investigations and recommendations. 

Having assessed the situation and determined 
the measures to be adopted, the problem of en- 
forcement must be met. Effective control cannot 
be instituted unless: 

1. A vigorous program of education of all hos- 
pital personnel is carried out. 

2. A thorough inspection of all hospital facili- 
ties is made at frequent intervals by the com- 
mittee or its representatives. 

3. Authority to enforce the accepted policies is 
vested either in the committee or in an individual 
or individuals directly responsible to the ad- 
ministration. 

The success with which the staphylococcus 
scourge can be eradicated will be in direct pro- 
portion to the eagerness and willingness of each 
and every member of the hospital personnel to 
cooperate in removing the vectors of the modern 
day staphylococcus. 

ALLEN H. POSTEL, M.D. 
New York University 
Postgraduate Medical College, New York 
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Deleterious Effects 
of Sunlight on the Skin 
and Their Prevention 


S. WILLIAM BECKER, JR., M.D. 


Department of Dermatology 


University of Illinois 
Chicago, Illinois 


The skin, particularly of those who 

— do not tan easily, is very susceptible 

to the strong ultraviolet light of direct sunlight. 
Overexposure may do harm. 

Various procedures available to protect 

the individual against the deleterious effects 
of sunlight are discussed in this article. 
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OLDER CULTURES regarded tanning and weather- 
ing of the skin by sunlight as stigmata of the lower 
classes. The pale translucent complexion was 
most desired. This identified a personage as above 
laboring in the fields. The industrial revolution 
moved the lower classes indoors. Increasing lei- 
sure has altered the attitude toward outside ac- 
tivity. Many segments of current American so- 
ciety endow a deep tan, especially out of season, 
with an aura of virility, leisure and wealth. The 
last two decades have seen Americans indulge in 
historically unique sun worship—ancient peoples 
offered sacrifices other than themselves. It is well 
to consider the effects of this worship and meth- 
ods of preserving the skin of the worshipers. 

We recognize the sun as the source of energy 
most vital to life on this planet. It is peculiar, or 
a sign of our ignorance, that no vital effect of 
sunlight is known in the human. Sunlight pro- 
duces vitamin D in the skin, is necessary for 
vision, brings about a feeling of warmth and well- 
being and an unexplained fall in blood pressure 
and serum cholesterol. Sunlight and ultraviolet 
light, under a physician’s direction, are excellent 
therapies for many skin diseases. Solar therapy 
of this type, or cautious exposure to the sun, 
causes no problem. Many individuals are allergic 
to sunlight. This type of reaction requires more 
comprehensive therapy than the simple measures 
presented here. These remarks concern the light- 
complexioned segment of the population which is 
apparently intent upon converting a “‘peaches 
and cream” complexion into the “‘sun-battered”’ 
skin of a desert rat. 


Ultraviolet Light 


Potency of direct sunlight is easily recognized. 
Ultraviolet light is not absorbed by haze or thin 
clouds which remove a large percentage of visible 
light; many of the unwary are surprised after 
prolonged exposure on this type of day. Light 
may be seattered in such a way that skylight will 
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burn skin protected from direct sunlight. Thin, 
wet clothing is transparent to ultraviolet light 
and will not prevent burning. Ultraviolet light 
with wave lengths from 2,900 to 3,200A° consti- 
tutes the spectrum which produces redness in the 
skin. The wave lengths from 3,200 to 3,300A° are 
generally considered the tanning rays. The pho- 
tons of light are absorbed by protein molecules in 
the upper layers of the skin. The energy starts a 
chemical chain reaction leading to the production 
of a large molecule (not histamine). This mole- 
cule slowly diffuses to the cutis and produces an 
inflammatory reaction. 


The Sunburn 


Everyone is familiar with the painful redden- 
ing and blistering of the skin produced by over- 
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Deleterious Effects 
of Sunlight on the Skin 
and Their Prevention 


exposure to sunlight—the sunburn. This may be 
a temporary annoyance, a disabling sickness, a 
limitation to employment or a social stigma. Few 
are aware that after a single, moderately-severe 
sunburn the blood vessels are abnormal for 
four to 15 months. Sunlight does not brush the 
skin lightly but strikes with considerable force. 
Sunburning over a period of many years causes 
degeneration of the skin. The skin becomes dry 
and loses its elasticity. Color darkens and becomes 
yellowish or blotchy brown. Keratoses and frank 
cancers develop. This type of skin has been called 
the chataigne or farmers and sailors skin. Roth- 
man, Knox and Howell have recently emphasized 
the aging and carcinogenic effects of sunlight. 


PREVENTION 


Protective Mechanisms in the Skin. Prevention 
of solar damage in the skin is theoretically simple 
but practically difficult. If the photons of light 
cannot enter the skin there will be no reaction. 
Human skin has two mechanisms to protect itself 
against sunlight. Exposure to the sun causes 
thickening of the top layer of the skin (stratum 
corneum). This change results in the coarse, 
rough ‘“‘summer skin” and filters out ultraviolet. 
Production of the brown pigment, melanin, is 
stimulated by sunlight. This pigment accumu- 
lates in the stratum corneum and also blocks 
ultraviolet light. These protective mechanisms 
react slowly. Gradual exposure to sunlight acti- 
vates them and the conservative person can de- 
velop resistance without burning. Ability of the 
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skin to protect itself is related to complexion— 
darker skins protect themselves easily, while 
lighter skins do not. Blondes and redheads who 
are most desirous of tanning have little natural 
protection and are not willing to give this time to 
function. 

‘Sun Shade’ Preparations. Application of prepa- 
rations to the skin has helped bolster inadequate 
natural resistance. The oldest preparations are 
the ‘“‘sun shades.’”’ These consist of opaque pow- 
ders (tale, zine oxide or titanium dioxide) which 
are prepared as lotions or ointments. They are 
applied in thick layers and prevent any light from 
reaching the skin. Covermark (trade mark) and 
other heavy cosmetic preparations have the same 
effect. Although they provide excellent protec- 
tion from the sun, the “‘sun shades” are messy, 
time-consuming to use and have poor acceptance. 

Sun Screen Preparations. Sun screens are 
chemicals which selectively absorb the burning 
rays (2,900 to 3,200A°) and allow the longer wave 
lengths to reach the skin. All greases and oils 
have this property to some extent and yellow 
petrolatum is a cheap, fairly efficient preparation. 
The most commonly used sunscreening chemicals 
are the para-aminobenzoates, anthranilates, sali- 
cylates, cinnamates, pyrrones, benzimidazoles, 
carbazoles, napholsulfonates and quinine disul- 
fate; tannic acid and para-aminobenzoic acid 
have the greatest ability to absorb the erythema 
spectrum. Commercial suntan preparations be- 
long to this group but are relatively weak ab- 
sorbers. Vanishing cream, containing 10 per cent 


S. WILLIAM BECKER, Jr., M.D., a diplomate of the American Board of 
Dermatology, was graduated from the University of Illinois. Following an 
internship at Illinois Research and Educational Hospital, he was a fellow 
in dermatology at Mayo Clinic. Dr. Becker served as a senior assistant 
surgeon, USPHS, two years and is currently clinical assistant professor of 
dermatology, University of Illinois. Dr. Becker has done research primarily 
in the field of pigmentation. The author is a member of the Society of 
Investigative Dermatology, the Academy of Dermatology and the Chicago 
Dermatologic Society. 


Volume X XI, Number 6 G P 


| 
84 


para-aminobenzoic acid, affords 30 times more 
protection than the average of a group of com- 
mercial products. John Knox and his coworkers 
have recently investigated the benzophenones 
(Uvinul). These chemicals are being incorporated 
into plastics, paints, varnishes, etc., to prevent 
deterioration and discoloration from sunlight. 
The benzophenones absorb a broader spectrum 
of ultraviolet than most sun screens. No com- 
mercial preparations are available today but ex- 
perimental work is in progress. These products 
may be the most efficient of the sun screens. All 
sun screen preparations have failings. They may 
be forgotten. It is impossible to apply a film of 
equal thickness with each application. Water and 
sweat remove them. A small number of people 
become allergic to the chemicals and rarely the 
preparations backfire and photosensitize the user. 

Psoralen Stimulation. Stimulation of the nat- 
ural defense mechanisms provides another meth- 
od of aiding the easily-burned individual. The 
psoralens are photosensitizers which increase all 
effects of sunlight. They are given in small doses 
(10 mg. 8-methoxypsoralen) followed after two 
hours by exposure to sunlight (ten to 30 minutes 
depending on the sensitivity of the individual). 


This exposure is repeated daily with an increasing 
amount of sunlight for two to four weeks. This 
regimen produces a stratum corneum which is ab- 
normally dense and adherent. Any melanin de- 
veloping at this time is held in the stratum cor- 
neum. Since the stratum corneum is not shed, it 
will retain more melanin than will unaltered skin. 
The dense stratum corneum and its increased 
melanin content make psoralen-stimulated skin 
very resistant to sunburning. The use of the 
psoralens takes time, patience and a certain 
amount of foresight. Unfortunately, a few light 
blondes and redheads are incapable of altering the 
stratum corneum. Since this is the fundamental 
mechanism of psoralen protection they will de- 
rive little benefit. 

We must accept the fact that the white skin is 
not physiologically able to tolerate a large amount 
of strong ultraviolet light. Overexposure to sun- 
light produces more harm than good. Beneficial 
effects of suntanning are psychologic and socio- 
logic rather than medical. No simple, absolutely 
foolproof method of preventing sunburn is known. 
The various therapeutic agents available, plus 
common sense, should enable everyone to enjoy 
pleasant relations with the sun. 


Stool Guaiac Test After Gastrectomy 


IT Is generally believed that the unmodified benzi- 
dine test gives the positive reaction for blood if 
the patient has eaten meat, but the guaiac test 
is not considered sufficiently sensitive to react in 
this way. Spiro and Fraucht showed that some 
patients with rapid transit time after subtotal 
gastrectomy may show a strongly positive guaiac 
test in the stool within a day after eating rare 
roast beef. Presumably, rapid transit time leads 


GP June 1960 


to insufficient digestion of meat and to a positive 
test. Such false positive tests occur because of 
the exogenous hemoglobin taken in with the 
meat, and also because the catalase and peroxi- 
dase of animal tissue will oxidize guaiac acid to 
give a blue color. 

In the evaluation of a patient with subtotal 
gastrectomy for the presence of bleeding by the 
guaiac test, a meat-free diet is essential if occa- 
sional false positive tests due to dietary intake 
are to be excluded. (New England J. Med., 
262:188, 1960.) 
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CEREBRAL PALSY is one of the most frequent 
causes of crippling in children. For many years, 
the care of the cerebral palsied child has been en- 
trusted to the orthopedic surgeon. This child re- 
quires a more comprehensive program for com- 
plete rehabilitation. The program now encom- 
passes the integrated services of a team of special- 
ists to insure the psychologic, educational and 
social restoration of the child, as well as his physi- 
cal restoration. Surgery of the extremities has a 
very definitive role in the over-all treatment pro- 
gram. During recent years, greater emphasis has 
been placed upon treatment by physical therapy, 
exercises and braces. The increased stress on the 
conservative management of the cerebral palsied 
child has strongly retarded the development of 
surgical treatment and fostered the growth of 
many fallacies regarding the use of surgery in the 
rehabilitation program. The general misunder- 
standing regarding the use of surgery may be at- 
tributed to a lack of understanding of the basic 
fundamentals of the underlying problem, the im- 
proper selection of patients and the use of in- 
judicious procedures. 

The status of surgery in the treatment program 
has become more clearly delineated in recent 
years. We have revised the time-honored view 
that operative indications should be strictly lim- 
ited to patients who are refractory to treatment 
by therapy, exercises and braces. Surgical cor- 
rection is only one element in the over-all pro- 
gram. It must be considered proportionately in 
each patient by its possible contribution to the 
over-all plan of treatment for the rehabilitation 
of the child. The three general modalities of treat- 
ment—bracing, therapy and surgery—should be 
assessed in terms of the dynamic effect each will 
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exert on the over-all program. The discriminating 
surgeon should reserve surgical treatment for 
those contractures that can be effectively re- 
leased, those deformities which other measures 
have failed to correct, and those for whom sur- 
gery is a preliminary step in the preparation for 
subsequent treatment by other methods. 

Cerebral palsy, basically, is a physical disabil- 
ity resulting from an intracranial lesion. Such 
disability may encompass a paralysis, weakness, 
incoordination or functional deviation of the 
motor system. In general, rehabilitation of the 
cerebral palsied child requires the restoration of 
muscle balance, the realignment of weight bearing 
joints and the establishment of a correct posture 
with normal relationship to the line of gravity. It 
is now generally conceded that surgery of the ex- 
tremities is most successful in patients with cere- 
bral spasticity. This surgery must be predeter- 
mined by a complete, careful muscle analysis. It 
is also true that purely postural contractures may 
be corrected only if the patient will be able to use 
that extremity in the corrected position. When- 
ever possible, attempts should be made to eval- 
uate beforehand the anticipated results of the 
surgery. Braces and splints may be used to test 
the expected postural joint correction. 


Surgery of the Athetoid Extremity 


Extremity surgery in the athetoid group may 
result in complete failure and may produce a 
worse deformity than the original one. Athetosis 
is an attempt by the patient to get the extremities 
into a distorted position. No matter what muscle 
or group of muscles is used, surgery would result 
in the uncontrollable use of other muscles to bring 
about the same deformity. This is particularly 
true of the transposition of tendons in the ex- 
tremities of athetoids. Surgery of the athetoid 
extremity should not be attempted until the an- 
ticipated results of the surgery have been imi- 
tated by the application of splints or braces for 
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enough time to permit evaluation of the proposed 
procedure against the desired result. In the athe- 
toid, surgery should be limited to arthrodesis of 
joints in selected patients, rather than to tendon 
lengthening, neurectomy or tendon transposition. 


Cerebal Spastic Extremity 


In the cerebral spastic extremity, the procedure 
of choice depends greatly on a careful muscle 
evaluation. For in the spastic extremity, one may 
detect truly spastic muscles as well as normal 
muscles and flaccid or zero cerebral muscles. The 
mixed muscle picture in the involved extremity 
may be attributed to the nature of the cerebral 
pathology, that is, involvement of both Brod- 
man’s area four and area six of the motor cortex. 

When area four alone is involved, the corres- 
ponding motor component in the extremity is 
represented by a flaccid group of muscles. Usu- 
ally one finds involvement of both cortical] areas 
resulting in a mixture of muscle tone in the same 
extremity. 


THE STRETCH REFLEX 


The spastic group of the cerebral palsied is 
characterized by the predominance of cerebral 
spastic muscles in the extremities, that is, muscles 
exhibiting the phenomenon of the “stretch re- 
flex.” 

The stretch reflex is the ability of a muscle 
to contract to its maximum as a result of being 
stretched. The contraction of the antagonist (for 
example, the hamstring muscles in flexing the 
knee joint) will produce a stretching of the hyper- 
contractile “spastic”? muscle (the quadriceps in 
this case), causing the quadriceps to contract and 
block the voluntary motion of knee flexion. The 
quadriceps muscle is then said to be a “cerebral 
spastic” muscle. The proposed surgery’s success 
will depend on the accuracy of the appraisal of 
the normal, cerebral spastic and zero cerebral 
muscles in the extremity. 
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The Timing of Surgery 


The “timing” of the proposed surgery in the 
general schema of the comprehensive treatment 
program is also of extreme importance. This tim- 
ing requires clear judgment based on a careful 
appraisal of the individual problem in the light of 
the patient’s over-all progress. In general, surgi- 
cal treatment may be delayed until the effects of 
therapy and bracing have been studied for a dis- 
crete interval of time. Surgery may be delayed as 
long as the patient makes satisfactory progress 
with the other modalities of treatment. Time may 
be allowed for evaluation of the patient’s level of 
intelligence and his potentiality for physical de- 
velopment. In other situations, it may be neces- 
sary to relieve the patient of the disabling effects 
of spasticity before instituting a program of 
training for physical restoration. Surgery should 
be proposed only if there are resources for a care- 
fully planned postoperative therapy and bracing 
program. Early surgery may make subsequent 
treatment by other modalities much more effec- 
tive. Surgery may become imperative because of 
an impasse in the patient’s progress in the ther- 
apy and bracing program, the occurrence of 
further deformity as bony growth continues or 
the acquisition of other complications in the 
course of the conservative treatment program. 


A Comprehensive Treatment Program 


In the Cerebral Palsy Clinic and Treatment 
Center at the New Jersey Orthopedic Hospital, 
where a comprehensive program for the treat- 
ment of cerebral palsy is followed, a total of 200 
operations have been performed on 95 patients 
during the ten-year period, 1948 to 1958. Eighty- 
two of the tota] number of patients were classified 
as “spastic,” seven as “rigidity” and six as ‘“‘athe- 
toids.”” During the same ten-year period, 2,853 
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patients were evaluated orthopedically; 15,509 
physical therapy sessions were rendered; 10,289 
occupational therapy; 10,241 speech therapy, and 
9,118 preschool or nursery sessions were ren- 
dered. This review demonstrates the compara- 
tively small number of operations performed in 
relationship to the overwhelming amount of con- 
servative therapy. It in no measure depreciates 
from the importance of carefully planned surgery 
in the over-all treatment program. It is not the 
purpose of this review to tabulate the results of 
the surgical procedures performed. Surgery was 
performed to correct deformity, and to improve 
muscle function and skill. The results of the sur- 
gery performed were most gratifying to the pa- 
tients involved. Surgery sharply improved muscle 
function and skill, frequently eliminated bracing 
and crutch support, and facilitated or shortened 
the course of the therapy program. 

The effectiveness of the surgery performed was 
strongly enhanced by a well-balanced therapy 
and bracing program. The importance of the need 
for the therapeutic team approach in the physical 
restoration of the cerebral palsied child cannot be 
emphasized too strongly. Physical therapy and 
bracing must be considered as a vital part of the 
complete over-all treatment program. Surgery of 
the extremities in the cerebral palsied child 
should be considered as a means to facilitate and 
supplement the effect of conservative treatment, 
rather than an action utilized in desperation when 
conservative therapy has failed. The results of 
the surgery performed in this clinic in the period 
1948 to 1958, fortifies the conviction that certain 
well-selected surgical procedures, with adequate, 
intelligent postoperative treatment, offers bene- 
fits to the handicapped child which other modal- 
ities of treatment cannot achieve. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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Surgical Correction of Salivary Fistula 


HOWARD C. BARON, M.D. 
Associate Editor for Surgery, GP 


The etiology and clinical features 

of ‘‘the lacerated parotid duct syndrome”’ 

are discussed. Surgical correction of the fistula 
by elective ligation of the parotid duct 

as an effective means of treating these patients 
is discussed by the author. 

Three typical cases are presented. 

These illustrate the means of diagnosis 

and the treatment advocated. 


PERSISTENT salivary fistula is a relatively rare 
surgical entity which invariably occurs as a result 
of trauma to the parotid duct. The most common 
causal agents, excluding wartime injuries, are 
automobile accidents and knife inflicted lacera- 
tions. Whatever the cause, when injury does 
occur, it is generally of sufficient magnitude to 
affect one or more branches of the facial nerve 
adjacent to the traumatized duct. 

The patients with salivary fistula have great 
distress from the combination of facial deformity 
secondary to nerve injury and the copious out- 
pouring of saliva secondary to duct injury. The 
“severed parotid duct syndrome” consists of 
flaccid paralysis of the upper lip, inability to 
retract the lip on the affected side, percu- 
taneous or subcutaneous salivary fistula with 
swelling of the cheek and uncontrollable salivary 
discharge. 
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Technical Procedures 


A variety of ingenious technical procedures 
have been developed to correct this type of in- 
jury. Dieulafe implanted the duct or fistulous 
cloaca into the buccal cavity by creating a buccal 
mucosal flap. Langenbeck transplanted the 
proximal portion of the duct into the buccal 
cavity. Morestin attempted artificial oblitera- 
tion of the duct. Nicoladoni attempted to anasto- 
mose the two ends. This last method of repair, 
end-to-end anastomosis of the lacerated duct, 
has been most commonly used to date. Schmie- 
den, in 1916, reported a case in which the duct, 
lacerated by a grenade fragment, was repaired 
by primary anastomosis. An additional case of 
parotid duct fistula was mentioned as being 
treated similarly, but the details of both cases 
were fragmentary and no follow-up data was 
presented. 

The first detailed report on primary anastomo- 
sis as a means of treating traumatic fistula of the 
parotid duct was made by Tees in 1926. In two 
patients he performed an end-to-end anastomosis 
of the duct over a splint of stiff number one 
catgut. Correction of the fistula was accom- 
plished in both patients, but no follow-up data 
was given. Dickenson in 1927 sutured the lac- 
erated duct over a length of silkworm gut. An 
external fistula became apparent on the tenth 
day and closed spontaneously. The patient was 
reported as being well after six months. 

Black and Flagge performed a similar type of 
anastomosis in 1928 using a ureteral catheter as 
a dowel over which to suture the duct. The pa- 
tient developed a postoperative collection of fluid 
which was aspirated on several occasions. How- 
ever, he was reported as being well after six 
months. 
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Surgical Correction 
of Salivary Fistula 


Five scattered case reports of parotid duct 
injury were reported in the subsequent two 
decades. In all of these cases repair was insti- 
tuted by immediate primary anastomosis over 
some form of stent or dowel which was subse- 
quently removed. The follow-up studies on the 
reported cases vary as to duration and are lim- 
ited to examination of the parotid papilla for 
evidence of salivary secretion and to subjective 
evaluation of the results of surgery by the 
patient. 

In 1947, Goodall and Flanders reported the 
ninth case of repair by end-to-end anastomosis. 
Their study is noteworthy as being the first to 
use sialography as a means of evaluating the 
status of the surgical repair. A sialogram was 
performed on their patient six months after sur- 
gical correction and showed the duct system to 
be patent and of normal configuration without 
evidence of stricture at the site of anastomosis. 

In 1949, Sparkman reported the results in 
three cases of parotid duct fistula. In each case, 
immediately after injury, end-to-end anasto- 
mosis was performed over a ureteral catheter and 
the patency of the anastomosis demonstrated 
after a suitable interval by the use of a sialogram. 
A second study by Sparkman in 1950 reported 
further experiences on parotid duct injury with 
nine additional cases using the same techniques. 
In two of these cases the attempted primary 
repair resulted in failure, presumably at the site 
of the anastomosis. Postoperative probing of the 
duct and sialograms demonstrated obstruction in 
the duct. Instead of the expected cyst formation 
at the site of the fistula and swelling over the 
parotid region there were no residual postopera- 
tive sequelae. It was implied that cicatricial ob- 
struction at the site of anastomosis had produced 
atrophy of the gland and, with it, cure of the 
fistula. 

These two cases recalled the earlier work of 
Morestin who first suggested that purposeful ob- 
struction of the duct by ligation was a means 
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of dealing with fistula when conditions did not 
lend themselves to primary anastomosis. 

In an additional case mentioned by Sparkman, 
the principle of surgical ligation of the proximal 
duct was applied in an attempt to cure a salivary 
fistula of seven weeks’ duration. Following the 
procedure, cessation of the fistula was reported, 
but whether this was due to a cicatrix forming 
at the site of injury or to surgical ligation was 
not known by the author at the time. 

It is this method—elective ligation of the 
parotid duct—first suggested by Morestin in 
1917, that serves as the rationale for treatment 
of the three cases of persistent salivary fistula 
being presented here. 


Anatomy 


The topographic anatomy of the parotid duct 
corresponds to the middle third of an imaginary 
line drawn across the face from the tragus of 
the ear to a point midway between the vermillion 
border of the upper lip and the ala of the nose 
(Figure 1). The duct is about 7 em. long in the 
adult and arises from numerous branches at the 
anterior border of the gland. In a variable num- 
ber of cases an accessory parotid duct is present, 
joining the main duct as it crosses the masseter 
muscle. At the anterior border of the muscle it 
turns inward at a right angle passing through the 
fat pad of the cheek and in turn pierces the buc- 
cinator muscle. It then runs forward for a short 
distance in an oblique fashion between the buc- 
cinator muscle and the mucous membrane of the 
mouth, opening into the oral cavity opposite 
the second upper molar tooth. 

As the duct crosses the outer belly of the 
masseter muscle it lies in proximity to the zygo- 
matic and buccal branches of the facial nerve. 
In this position it is most superficial and vul- 
nerable to injury. 

Whenever deep facial lacerations intersect the 
line shown in the insert of Figure 1, the wounds 
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should be inspected carefully for injury to the 
duct, especially if there is an accompanying 
paralysis of the upper lip. 


Case Reports 


CASE 1. T C., male, Negro, age 21 (Figure 2), 
sustained a long, deep, vertical laceration of the 
left face just anterior to the left ear on October 
12, 1955, as a result of being slashed with a curved 
shoemaker’s knife. A complete paralysis of the 
left face resulted. The patient was admitted in 
shock. Satisfactory response was obtained to the 
administration of whole blood and plasma. Sur- 
gery at this time was limited to suturing the 
facial wound. On the sixth postoperative day a 
tumorlike swelling was found over the parotid 
area. Aspiration revealed clear yellow fluid 
apparently of salivary gland origin. Following 
aspiration, the patient developed a persistent 
draining fistula and was seen by the author at 
this time. Examination revealed an egg-sized 
swelling over the parotid region, a draining fistula 
at the midpoint of the laceration with a loss of 
sensation over the cheek corresponding to the 
sensory distribution of the maxillary and man- 
dibular branches of the trigeminal nerve. In addi- 
tion, there was a motor paralysis of the left upper 
lip, the left ala of the nose and the left angle of 
the mouth. The left eyelid was paralyzed with 
widening of the palpebral slit. A specimen of the 
fistulous contents was collected and analyzed 
with the following results: amylase 51,200 units, 
potassium 4.6 mEq./I., sodium 143 mEq./I., bi- 
carbonate 20 mEq./1. 

On November 2, three weeks after injury, the 
parotid duct was cannulated and a sialogram was 
performed (Figure 5B). A large subcutaneous 
cyst was found connecting both the proximal 
and distal portions of the parotid duct. An 
atiempt to seal the fistula with collodion and a 
pressure dressing was made without benefit. 
Accordingly, on December 5, the laceration was 
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A—Parotid Duct 
B — Parotid Gland 
C — Facial Nerve 


3 — Buccal Branch 


5 — Cervical Branch 


FIGURE 1. Surface projection showing the anatomic proximity 
of the parotid duct to the branches of the facial nerve. Insert 
at lower left illustrates method for locating the course of the 
parotid duct. 


reopened and the area explored. A large cyst with 
a distinct outer wall and a moist, glistening lining 
was found. This was excised with the surrounding 
cicatrix leaving a short segment of the parotid 
duct at the anterior border of the parotid gland. 
It was believed that the remaining segment of 
duct was too short for an anastomotic or divert- 
ing procedure. Proximal ligation of the duct with 
a suture ligature of number 0000 silk was per- 
formed in an attempt to produce atrophy of the 
parotid gland. The severed ends of facial nerve 
were then identified and neurorrhaphy of the 
temporal, buccal and zygomatic branches of the 
facial nerve was performed. The wound was then 
closed in layers without drainage and a collodion 
dressing was applied. On the fourth postopera- 
tive day, aspiration was performed with recovery 
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1.— Temporal Branch 
2 — Zygomatic Branch 


4 — Mandibular Branch 
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FIGURE 2. The patient has a salivary fistula from a severed parotid duct and a facial nerve paralysis. 


A. Preoperative view depicting components of a ‘“‘severed B. Preoperative view of the face in repose showing the swollen 
parotid duct syndrome”’: paralysis of the upper lip, left ala cheek due to the collection of escaping saliva. 

of the nose, angle of the mouth, left eyelid and swelling of the 

cheek from collection of saliva escaping from the severed duct. 


C. Preoperative view of the left side of the face. Notice how D. Postoperative view demonstrating adequate closure of the 
the laceration crosses an imaginary line corresponding to the left eyelids and the return of expressive movements of the face. 
course of the parotid duct. 
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E. Postoperative appearance of the face in repose four months 
after corrective surgery. The proximal portion of the parotid 
duct has been ligated and the severed branches of the facial 
nerve repaired. 


F. Postoperative view showing healing at the site of the sali- 
vary fistula, 
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of 10 cc. of bloody fluid and this was repeated on 
the fifth, sixth and seventh postoperative days. 
Healing progressed thereafter without incident. 
Rehabilitation to the left side of the face was 
started with galvanic current to maintain muscle 
tonus. The patient had substantial restoration of 
facial movement four months postoperatively 
(Figure 2E). Twelve-and 24-month follow-ups 
showed continued improvement with almost 
complete restoration of motion. 

CASE 2. J.P., male, white, age 21 (Figure 3), 
sustained multiple deep lacerations of the left 
face on August 7, 1955, as a result of broken 
windshield glass in an automobile accident. The 
lacerations of the face were sutured and the 
wound dressed. On the fourth postoperative day 
a small fluctuant mass was felt in the subcu- 
taneous tissue of the left cheek. The mass was 
aspirated and clear yellow fluid of salivary gland 
origin was obtained. A collodion seal was placed 
over the site of aspiration and the wound was 
redressed. The patient was seen by the author 
at this time. Examination revealed a lime-sized 
swelling over the parotid region. Aspiration of the 
cyst revealed clear yellow fluid. A portion of the 
specimen was analyzed with the following results: 
amylase 40,000 units, potassium 4.4 mEq./l., 
sodium 153 mEq./l., bicarbonate 25 mEq./I. 
Within three hours following aspiration the cyst 
completely refilled with fluid. Neurologic exami- 
nation revealed a loss of sensation in an area 
of half-dollar size just below the left zygoma. 
In addition, there was motor paralysis of the 
left upper lip and left ala of the nose. 

On September 19th, six weeks after injury, the 
left parotid duct was cannulated and a sialogram 
performed (Figure 5C). The distal portion of the 
duct was demonstrated terminating in a sub- 
cutaneous pocket of contrast media in the cheek. 
No continuity with the proximal portion of the 
parotid duct was demonstrable. The left face was 
explored after viewing the sialograms. A cystic 
mass was found and excised with the surrounding 
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FIGURE 3. The patient has a salivary fistula from a severed parotid duct and a partial facial nerve paralysis. 


A. Preoperative view illustrating the typical components of B. Preoperative view of the left side of the face. The swelling | 
the “severed parotid duct syndrome’’: paralysis of the upper of the cheek is due to the subcutaneous collection of saliva. ; 
lip, angle of the mouth and swelling of the cheek from collec- 
tion of saliva escaping from the severed parotid duct. 


ae C. Postoperative appearance of the face in repose 90 days D. Postoperative view showing healing at the site of the sali- | 
after corrective surgery. The proximal portion of the parotid vary fistula. 
duct has been ligated. | 
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FIGURE 4. The patient has a salivary fistula from a severed parotid duct and a partial facial nerve paralysis. 


| A. Preoperative view illustrating the “‘severed parotid duct B. Preoperative view of the left side of the face. Notice how 


syndrome.”’ Paralysis and drooping of the left upper lip are the laceration crosses an imaginary line corresponding to the 
present. course of the parotid duct. 


C. Postoperative appearance of the face in repose 90 days D. Postoperative view showing healing at the site of the fistula. 
after corrective surgery. The proximal portion of the parotid 
duct has been ligated. 
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Surgical Correction 
of Salivary Fistula 


FIGURE 5. Parotid sialograms. 


B. Preoperative sialogram—lateral view. A large salivary > 
cyst is present in the subcutaneous tissue of the cheek (Case 1). 


A. Sialogram of a normal parotid gland. An accessory duct 
joins the main parotid duct as it crosses the masseter muscle. 


C. Preoperative sialogram—lateral view. The contrast media D. Preoperative sialogram—lateral view. The contrast media 
has outlined the subcutaneous salivary fistula in the cheek has pooled in the subcutaneous salivary fistula in the cheek 
(Case 2). (Case 3). 
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cicatrix and a portion of the distal parotid duct 
which was encompassed within the cicatrix. The 
proximal portion of the parotid duct was identi- 
fied and ligated with a suture ligature of 0000 
silk to produce atrophy of the parotid gland. No 
attempt at repair of facial nerve fibers was under- 
taken at this time. The wound was closed in 
layers without drainage and recovery was un- 
complicated. Three-month follow-up showed al- 
most complete return of function of the para- 
lyzed portion of the lip (Figure 3C). An 18-month 
follow-up showed continued improvement. 

CASE 3. E.G., male, Negro, age 23 (Figure 4), 
sustained several deep lacerations of the left 
face when struck by a jagged bottle on August 30, 
1958. The wound was sutured. On the third 
postoperative day the area in the region of the 
lacerations became swollen and indurated. Pa- 
ralysis of the left upper lip and loss of abduction 
of the left portion of the lips suggested involve- 
ment of the parotid duct. 

On September 4, a sialogram was performed 
(Figure 5D). The distal portion of the parotid 
duct was demonstrated with the contrast media 
pooling in a subcutaneous pocket within the 
cheek. The wound continued to drain a clear 
watery fluid which was most pronounced during 
mealtime. A collodion seal was applied without 
any visible effect on the salivary fistula. On 
September 22, the left face was explored. The 
proximal portion of the parotid duct was identi- 
fied and ligated with a suture ligature of 0000 
silk. No attempt at repair of the facial nerve 
fibers was undertaken. The wound was closed in 
layers without a drain and recovery was un- 
complicated. A three-month follow-up showed 
almost complete restoration of facial nerve func- 
tion (Figure 4C). 


Discussion 
Purposeful obstruction of the parotid duct by 
surgical ligature has ample precedent for its 
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being used to correct persistent or recurring 
fistula in a situation that does not lend itself to 
primary repair of the duct. The variety of com- 
plicated technical procedures that are advocated 
for the correction of parotid fistula attest to the 
notorious difficulty in achieving permanent cure. 

Surgical ligation of the proximal portion of 
the parotid duct as a simple means of treating 
complicated or persistent fistula is not new. It 
was first suggested by Morestin who published in 
1917 the result of his studies on 62 cases of sali- 
vary fistula of the parotid gland and duct result- 
ing from wartime injuries. Thirty-two of these 
cases had fistula of the parotid duct alone. In 
his studies he noted that in certain patients, 
especially those with mutilating damage to con- 
tiguous tissue, spontaneous closure of the fistula 
sometimes occurred. From these observations 
he concluded that cicatricial obstruction of the 
duct had occurred producing a rapid atrophy of 
the gland, and with it, cure of the fistula. With 
this knowledge Morestin began using surgical 
ligation of the proximal portion of the parotid 
duct as the treatment of choice in dealing with 
persistent salivary fistula of the parotid duct. 
This operation was performed on 13 cases with 
11 prompt cures. In two patients a transient 
collection of saliva was aspirated with cure 
following. His method of managing persistent 
fistula of the parotid duct involves three steps: 
excision of fistula and surrounding cicatrix, liga- 
tion of the duct and closure of the wound without 
drainage. Morestin also stressed the importance 
of deferring surgery to allow an ample amount 
of time for the fistula to close spontaneously. 

Ivey, in 1918, was of a similar opinion stating: 
“In the healing of wounds of this region the con- 
traction of the scar tissue frequently acts as a 
spontaneous ligature of the canal (Stenson’s duct) 
followed by secondary arrest of the secretory 
function and glandular atrophy.” 

It is unfortunate that the early work of More- 
stin was neglected until Sparkman reaffirmed 
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Surgical Correction 
of Salivary Fistula 


his principles of treatment and advocated sur- 
gical ligature of the proximal duct. Certainly this 
concept of purposeful obstruction of the parotid 
duct by surgical ligation is an effective and sound 
means of dealing with persistent or recurring 
fistula. In the present series of three cases of 
persistent salivary fistula of the parotid duct, 
each was treated by elective ligation of the proxi- 
mal portion of the duct. In each case correction 
of the fistula was achieved at surgery, and to 
date there have been no untoward sequelae. 

Injuries to the duct are usually complicated 
by some degree of damage to the facial nerve. If 
at all feasible at the time of initial operation, 
trunks of the facial nerve should be repaired 
by anastomosis or the use of a directional suture. 
If a major defect is present a free nerve graft 
should be employed to bridge the gap. Repair of 
the terminal arborizations is not warranted due 
to the numerous anastomotic nerve combinations 
between the peripheral branches of the facial 
nerve, the greatest number occurring between 
the zygomatic and buccal branches. The exist- 
ence of these peripheral anastomotic communica- 
tions may explain the rapid return of function 
to paralyzed muscle when repair of these ter- 
minal branches is not performed. 
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Cannulation of the duct with a plastic catheter, 
and a diagnostic sialogram is indicated when 
deep lacerations over the parotid region or cheek 
are of sufficient magnitude to produce damage 
to the parotid duct. The duct can be cannulated 
either through the ostium or in a retrograde 
direction backward from the cut end of the duct 
if the lacerated end can be identified in the wound. 
The catheter in situ will serve admirably as a 
splint over which an end-to-end anastomosis of 
the severed duct can be performed. 

The success of the anastomosis can only be 
judged after cannulation of the duct produces a 
flow of saliva, or when sialograms taken post- 
operatively show the duct system to be patent. 

Without such criteria for evaluating operative 
results, the development of a cicatricial obstruc- 
tion at the anastomotic site postoperatively may 
in itself result in glandular atrophy—arrest of 
secretory function—and cure of the fistula. 


The author wishes to acknowledge the assistance of Marga- 
rita B. Hogan, Ph.D., for translations, and the E. Fougera & 
Co., Hicksville, N. Y., for supplying the Ethiodol used for the 
sialograms. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


HOWARD C. BARON, M.p., GP’s associate editor for surgery, is a member 
of the surgical faculty, New York University Medical Center. He is assist- 
ant visiting surgeon, Third (New York University) Surgical Division, Belle- 
vue Hospital, and assistant attending surgeon, University Hospital. A 
diplomate of the American Board of Surgery and a diplomate and fellow 
of the International College of Surgeons, Dr. Baron is a member of the 
Harvey Society and the Association of Military Surgeons. He was graduated 
from New York University College of Medicine and took his graduate 
training at Bellevue. 


Volume X XI, Number 6 GP 


» 
a 
q 


Erythroblastosis Foetalis 


ANSEL WOODBURN, M.D. 
Urbana, Ohio 


ERYTHROBLASTOSIS FOETALIS is a blood disorder 
which begins in intrauterine life and continues 
into the neonatal period. It is characterized by 
destruction of red blood cells caused by blood in- 
compatibility between the mother and the fetus. 
This incompatibility is caused by a difference in 
Rh groups, Hr groups or ABO groups. The former 
is much more common and more serious. 

Every Rh negative mother is potentially a 
bearer of Rh antibodies, which are produced by 
immunization against Rh positive blood. The Rh 
positive blood could have been introduced by (1) 
a break in the barrier between maternal and 
fetal circulation, or (2) a previous transfusion of 
Rh positive blood. These antibodies are deter- 
mined quantitatively (titer) by the laboratory. 
The presence of these antibodies during preg- 
nancy forebodes trouble; their absence does not 
exclude it. 

Recently, Rh negative types have been further 
subdivided into C, D, E and D,. When the 
laboratory reports the blood as Rh negative, it is 
negative only to the D subtype, which is the most 
common and most antigenic. Therefore, the pres- 
ence of an Rh negative baby in an Rh negative 
mother does not preclude immunization, if their 
blood is of different subtypes. 

Still another rare situation exists when an Rh 
negative mother exhibits antibodies against an 
Rh positive father. This is classified as Hr im- 
munization. 

Erythroblastosis foetalis must be suspected in 
any baby born of an Rh negative mother. If the 
amniotic fluid is yellow, or the cord or membranes 
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The rhesus monkey— 
a study of whose blood 
led to discovery 

of human Rh antigen. 


yellow-stained, the condition is almost certainly 
present. Usually the baby is not jaundiced at 
birth. Early diagnosis can be made only by the 
laboratory. Blood from the cord is taken in 
oxalate and in a plain tube. The routine examina- 
tion is for type, Rh, blood count (including nu- 
cleated red cells), hemoglobin, bilirubin and 
Coombs test. 

Since the pathologic condition is one of blood 
destruction, the bilirubin—which normally in 
cord blood is 0.2 to 2.2 mg. per cent—will be 
higher, and the hemoglobin—which is normally 
16 Gm. or more—will be lower. The Coombs test 
will be positive. 

Management during pregnancy consists of 
determining the Rh titer at intervals. Usually 
an increasing titer is a warning of trouble. Since 
the disease causes blood destruction in the baby, 
a large maternal iron intake seems reasonable. 

At the time of delivery, the cord is cut long, 
immediately—long, to provide an avenue for 
transfusion, and immediately to prevent entrance 
of any more antibodies into the baby. Cord blood 
is taken for blood count, nucleated red cell count, 
hemoglobin, blood type, Rh determination, 
bilirubin and Coombs test. The entire laboratory 
picture must be taken into consideration. If the 
Coombs test is positive, there is a blood incom- 
patibility; the hemoglobin and bilirubin will 
show effects on the baby’s blood. 

Treatment is replacement transfusion and this 
must not be delayed. This is best done by a 
pediatrician who has a team available for such an 
operation, and who also has the laboratory facil- 
ities for all the critical laboratory work necessary. 
One of my patients had four daily replacement 
transfusions before the bilirubin was controlled. 
The sooner the transfusion is done, the less 
chance of a high bilirubin causing brain damage. 
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The Prodromal Syndrome 
of Myocardial Infarction 


WALTER NEWMAN, 


Medical Service 
Veterans Administration Hospital 
Bronx, New York 


Patients in this group have anginal pain 

but do not have the classical relationship 

to effort, nor the usual response 

to nitroglycerin; and the chest pain lasts longer 
than with simple angina. 

The electrocardiographic changes are not those 
of acute myocardial infarction. 

These cases should be treated, 

however, as patients about 

to have a myocardial infarction. 
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THERE EXISTS a group of patients with coronary 
arteriosclerotic heart disease who present neither 
the clinical picture of the anginal syndrome nor 
that of acute myocardial infarction. This group 
has been variously described in the literature as 
having the prodromal syndrome of myocardial 
infarction or premonitory symptoms of myo- 
cardial infarction. These cases have been desig- 
nated by Blumgart and coworkers (1941) as 
coronary failure and by Master (1946) and Fried- 
berg and colleagues (1948) as acute coronary in- 
sufficiency. In general, most authors agree that 
these patients are distinguished from other cases 
of coronary disease by having pain of an anginal 
nature which does not have the usual relation- 
ship to effort, the usual response to nitroglycer- 
in, and which frequently lasts much longer than 
anginal pain. These patients may have had a 
previous myocardial infarction or the typical 
anginal syndrome, or this syndrome may repre- 
sent their initial manifestation of arteriosclerotic 
heart disease. 

The proper management of these cases requires 
careful differentiation from typical cases of 
angina pectoris and from acute myocardial in- 
farction. Differentiation from the former is best 
made on the basis of the history, and Table 1 
illustrates the fundamental differences. On the 
other hand, differentiation from acute myo- 
cardial infarction is much more difficult on a 
historic basis, and one must rely more on other 
procedures. The main differential points are out- 
lined in Table 2. 


An Unstable Group 


Thus, this group of patients has sufficient 
unique features to differentiate itself from pa- 
tients with the two other major manifestations 
of coronary arteriosclerotic heart disease. Many of 
the cases diagnosed as status anginosus or angina 
decubitus may really fall into this category; and 
some of the cases of acute myocardial infarction 
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reported as showing late EKG changes may rep- 
resent the prodromal syndrome which has gone 
on to infarction. Cases reported in the literature, 
as well as the cases to be presented, demonstrate 
that this group is in an unstable situation and 
rarely remains in this state for more than six 
months. Patients tend to take one of three 
courses, as shown in Figure 1. The dynamic 
state of this group makes careful observation 
essential and casts considerable doubt on the 
wisdom of surgical procedures for increasing 
coronary blood flow in cases with so-called angina 
decubitus or status anginosus since they may 
actually represent the 
prodromal syndrome. 


1. 
Because many of these ee 


subintimal hemorrhages. When the caliber of the 
vessels is so reduced as to promote continuous 
myocardial ischemia, the prodromal phase may 
be present. Only slight extension of an atheroma, 
a small superimposed thrombus, or minimal 
subintimal hemorrhage may be all that is neces- 
sary for final occlusion which may result in myo- 
cardial infarction (Figure 2). 

In support of this hypothesis, Mounsey (1951) 
cites two autopsied cases having prodromal 
symptoms in which myocardial infarction subse- 
quently occurred. Microscopic examination 
showed a partial narrowing of the arterial lumen 


cases became asympto- 
matic spontaneously, it 
would be hard to evalu- 
ate such surgical proce- 
dures, and since many 
develop myocardial in- 
farections within six 
months, all surgical pro- 


Quality of pain 
Location of pain 
Duration of pain 
Duration of syndrome 


Relationship of pain to 
increased cardiac work 


Anginal Syndrome 


Prodromal Syndrome 


No difference 

No difference 

Up to 20 minutes 
Frequently several years 
Fairly constant 


Usually good 

None, or coronary insuffi- 
ciency pattern lasting 
only a few minutes 


No difference 

No difference 

Frequently several hours 
Rarely more than six months 
Usually not apparent 


Usually poor 

None, or ST and T wave 
changes lasting as long as 
several weeks 


cedures are fraught with R nace aa 
hazard esponse to nitroglycerin 
; EKG changes 
Pathologic Physiology 
of the State 
The pathologic physi- TABLE 2. 


ology of this state has 
been the subject of 
much speculation. It is 
known that in the pa- 
tient with arterioscler- 
otic heart disease, the 
coronary vessels are sub- 
ject to a gradual nar- 
rowing on the basis of 
expanding atheromata 
with or without super- 
imposed thromboses or 


and duration of pain 
Duration of syndrome 


EKG 


sedimentation rate 


Quality, severity, location 


Temperature, WBC and 


Acute Myocardial Infarction 


Prodromal Syndrome 


No basic differences 
Usually one episode 


QRS changes and 
ST elevations 


Usually elevated 


No basic differences 


Tends to recur at varying inter- 
vals—hours to weeks apart 
No QRS changes—usually ST 
segment depression and T 
wave inversion 
Usually normal 
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The Prodromal Syndrome 
of Myocardial Infarction 


by an old atheroma and thrombosis; inside this 
was an organizing mural thrombus. Superim- 
posed on this mural thrombus was a layer of very 
recent fibrin with entangled leukocytes and a few 
red cells nearly closing the lumen. The atheroma 
apparently represented the long-standing process 
of coronary atherosclerosis. The mural thrombus 
caused the prodromal symptoms, and the forma- 
tion of the most superficial layer resulted in the 
final insult and thus myocardial infarction. The 
age of the lesions pathologically, corresponded 
very closely with the correlated symptoms. 

Another possible situation may exist when a 
complete occlusion does occur without myo- 
cardial infarction due to the presence of sufficient 
collateral circulation. This collateral circulation, 
while adequate to prevent necrosis, may not be 
sufficient to maintain the myocardium and thus 
will promote a constant ischemia producing the 
prodromal symptoms. 

The incidence of premonitory symptoms sug- 
gesting impending infarction is difficult to esti- 
mate. It is possible that nearly every patient who 
develops a myocardial infarction does have some 
previous warning. In examining cases of infarc- 
tion in retrospect in an attempt to elicit such a 
history, Feil (1937) found that in 50 per cent of 
cases “‘the attack is preceded by angina unrelated 
to effort or emotion.”” Sampson and associates 
(1937) found similar results while Behrmann and 
coworkers (1950) found such warning in only 16 
per cent of 150 cases. 


Anginal Asymptomatic 

Acute 

Normal + Prodromal ~— Myocardial 

Syndrome Infarction 


Previous 


yndrome 


Infarction 


FIGURE 1. 
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Natural History of Syndrome 


Previous studies of this syndrome have been 
concerned chiefly with cases in which myocardial 
infarctions followed premonitory symptoms. 
This report is an attempt to study the natural 
history of the prodromal syndrome. 

The criteria we have used for diagnosis are as 
follows: 

1. In patients without previous angina, there 
is the onset of chest pain which occurs at rest, 
which is not related to any precipitating incident 
and which does not significantly respond to rest 
or nitrites. 

2. In those patients with previous angina, 
there is a change in the character of the angina. 
Each episode usually becomes more prolonged, 
pains become more frequent and they may be- 
come more severe. 

3. There is no clear-cut EKG or laboratory 
evidence of acute myocardial infarction. Although 
the majority show nonspecific EKG changes, we 
do not think they have had a myocardial infare- 
tion because of the future course, the lack of 
changes in the white count, sedimentation rate 
and temperature, and the lack of relief of pain 
which so frequently occurs after infarction. 
These patients may or may not have had previ- 
ous infarctions. 


The Author’s Study 


Our series consists of 31 patients, 25 of whom 
were admitted to the Bronx VA Hospital from 
1949 to 1954. The diagnosis of impending infarc- 
tion was made shortly after admission in most 
cases. In some few cases it was made in retro- 
spect. The majority of patients were or were not 
given anticoagulants on a purely random basis. 


AGES 


The ages of the patients varied from 29 to 73, 
the average age being 50 years, closely corres- 
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| SUGGESTED PATHOLOGIC PHYSIOLOGY 


Blood vessel with atheroma 


FIGURE 2. 


ponding to the age incidence of other forms of 
arteriosclerotic heart disease. The patients were 
all male, due to the very great predominance of 
male admissions to the hospital. Seventeen pa- 
tients (55 per cent) had had previous angina 
which had been present for a period ranging from 

_ three months to 15 years preceding the pro- 
dromal episode. Seven patients (23 per cent) had 
had previous infarctions. 


DURATION OF SYNDROME 


The duration of the prodromal syndrome var- 
ied from two days to 
nine months. In 12 per 


lasted less than one 
week. In 66 per cent, it 
lasted one to 12 weeks. 


Previous infarction - 7 (23%) 


In 22 per cent, it lasted Angina - 17 (55%) 

12 weeks to nine months. 

Attacks occurred as fre- 

quently as every two Asymptomatic - 14 (45%) 


hours, and as seldom as 
three attacks in three 
months. They were usu- FIGURE 3. 
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Angina Pectoris Prodromal Syndrome _ 


Myocardial Infarction 


ally not associated with effort. There was no ap- 
preciable difference from the anginal syndrome 
in location or radiation of the pain. Relief from 
rest or nitroglycerin was usually poor. In no case 
was there a febrile response, and in the few cases 
exhibiting abnormal white counts or sedimenta- 
tion rates, those could be attributed to coexisting 
factors. EKG changes were limited to ST and T 
wave abnormalities except in those two cases in 
which definite myocardial infarction occurred 
during the latter part of hospitalization. In some 


few cases the EKG remained within normal limits. 


cent, the syndrome FOLLOW-UP RESULTS IN 31 CASES 


Protracted prodromal syndrome 

2 (6%) (2 months and 8 months) 
Myocardial infarction - 6 (20%) 

4 within 3 months 


31 2 within 9 months 
PRODROMAL 
Angina - 16 (51%) 
b) died with myocardial 
infarction - 3 


. Asymptomatic - 7 (23%) 
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The Prodromal Syndrome 
of Myocardial Infarction 


RESULTS OF FOLLOW-UP 


Thirty-one cases were followed. The results of 
this follow-up study are illustrated in Figure 3. 
In our series, approximately one-half of the cases 
subsequently developed the typical anginal syn- 
drome, one-fourth became asymptomatic, one- 
fifth developed myocardial infarctions and two 
patients when last seen were still in the pro- 
dromal stage. 

It would be interesting to know if the eventual 
outcome following the prodromal syndrome was 
in any way affected by the state of the patient 
prior to his premonitory symptoms, i.e., whether 
or not he had evidence of previous arteriosclerotic 
heart disease or whether he was asymptomatic. 
It seems that the chances of developing the an- 
ginal state were greater in patients with previ- 
ously proven arteriosclerotic heart disease. 


Measures to Prevent Catastrophe 


Recognition of the syndrome becomes of value 
only if, once having received the warning, steps 
can be taken to forestall the impending catas- 
trophe. The success of such measures is at present 
being evaluated. These measures include: 


BED REST 


It seems reasonable, according to present con- 
cepts, to place patients with the prodromal syn- 
drome at bed rest in an attempt to decrease the 
demands of the myocardium on a failing coronary 
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circulation. The optimal duration of bed rest for 
the patient with continuing prodromal symp- 
toms is not known and requires further study. 


ANALGESICS 


The relief of chest pain with appropriate anal- 
gesics seems to be indicated. 


CORONARY VASODILATORS 


The effect of such drugs as nitrites and pap- 
averine in this condition is still widely disputed. 
They usually have no or little effect on the pain 
of the prodromal syndrome; however, the pos- 
sibility of increasing collateral circulation by 
long-term therapy with these drugs merits 
evaluation. 


ANTICOAGULANTS 


The careful pathologic studies of Mounsey 
(1951) have indicated some rationale for the use 
of anticoagulants in the prodromal syndrome. 
Thus, he has demonstrated that “‘the cause of 
prodromal pain is the gradually decreasing lumen 
of a coronary artery which may be due to a grow- 
ing thrombus.” From these observations, he has 
indicated that “the importance of the clinical 
diagnosis of this syndrome lies in the prophylac- 
tic treatment of myocardial infarction with rest, 
and possibly, anticoagulant therapy.” 

Smith and colleagues (1951) presented 14 pa- 
tients with this syndrome treated with anticoagu- 
lants. They believed that 50 per cent of these 
cases were benefited by this therapy. 
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ford Municipal Hospital, Hartford, Conn., and his residency at the Bronx 
hospital. Dr. Newman became a diplomate of the American Board of Internal 
Medicine in 1951 and a fellow of the American College of Physicians four 
years later. He is consultant cardiologist, St. Joseph’s Hospital, Yonkers, 
N.Y., and chief cardiologist, Yonkers General Hospital. 


Volume XXI, Number 6 GP 


: 
¥ 
: 


Nichol and associates (1954), in a series of pa- 
tients with ‘‘acute coronary insufficiency” re- 
ceiving anticoagulants, thought there was good 
indication that anticoagulants might be of value 
in preventing infarction. 

All 31 of our cases were treated with bed rest. 
Seventeen cases (55 per cent) also received anti- 
coagulants on a random basis for periods lasting 
from three to nine weeks. None of our patients 
developed a myocardial infarction while on anti- 
coagulant therapy, whereas nine patients in the 
entire series did develop myocardial infarctions 
while not receiving anticoagulants. Four of the 
patients who received anticoagulant therapy 
for the prodromal syndrome continued to have 
chest pain. However, three of these patients were 
taken off anticoagulants and developed myo- 
cardial infarctions within four days, ten days, 
and 21 days, following cessation of this therapy. 
Two of the patients on anticoagulants who de- 
veloped anginal syndromes sustained myocardial 
infarctions at a later date. Finally, seven who 
had received anticoagulants were returned to an 
asymptomatic state and have remained asymp- 


tomatic as of their most recent follow-up despite 
cessation of their anticoagulant therapy. On the 
other hand, of those patients who did not receive 
anticoagulants, none are asymptomatic. Ten 
were left with the anginal syndrome and three 
developed myocardial infarctions. One still mani- 
fests the prodromal syndrome. 


Conclusions 


A series of 31 cases has been studied in an 
attempt to emphasize the prodromal syndrome 
of myocardial infarction. Although the series is 
too small for definite conclusions to be drawn, 
there is suggestive evidence that anticoagulants 
may play a beneficial role in the management of 
impending myocardial infarction. The role of 
anticoagulants in the treatment of the prodromal 
syndrome is currently being investigated on a 
large scale by the medical department of the 
Veterans Administration. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


Metastatic Carcinoma in the Cirrhotie Liver 


AT PRESENT, only 25 cases of metastatic carci- 
noma in the cirrhotic liver have been reported. 
Chomet and his associates record their recent ex- 
perience with three cirrhotic patients with extra- 
hepatic carcinoma and hepatic metastases. The 
remarkably infrequent coincidence of metastatic 
hepatic carcinoma and cirrhosis of the liver is a 
phenomenon that is still unexplained. Among the 
causes quoted for the rarity of hepatic metastases 
In cirrhosis are the alterations of vascular rela- 
tionships with production of an internal portal- 
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caval shunt with by-pass of the liver cells. 

Some have suggested that in cirrhosis the 
duration of life may be too short for metastases 
to develop. However, this explanation appears 
insufficient since there is nothing to indicate 
that metastases of other organs but the liver are 
reduced to any striking degree. The fibrosis and 
subsequent distortion of the small vessels of the 
liver constitute a mechanical impediment to the 
spread of the cancerous tissue, according to some 
observers. (Am. J. M. Sc., 238:758, 1959.) 


4 
4 
q 


Psychopharmacology Reappraised 


CHARLES E. GOSHEN, M.D. 
Washington, D.C. 


During the past few years numerous drugs 
used for psychotherapeutic effect 

as tranquilizers, mood elevators, 

psychic energizers, stimulators and depressants 
have appeared. Many of these drugs have 
undesirable side effects and some have 

actually proved dangerous in certain cases. 

A reappraisal of their proper place in therapy 
is given in this article. 


THE SO-CALLED “tranquilizing” drugs have be- 
come a medical phenomenon of spectacular pro- 
portions during the past four or five years. This is 
highlighted by a number of features over and 
above the obvious one as measured by the large 
sums of money spent by the public to purchase 
these drugs. For example, a spot check of the ad- 
vertising material in a group of medical journals 
during a two-month period showed that the larg- 
est group (23 per cent) advertised psychopharma- 
cologic agents (antibiotics were second). Of some 
2,300 pieces of direct mail advertising sent to 
physicians, a fifth were promoting these drugs. 
An expanding portion of the medical literature is 
devoted to the subject. Congress recently appro- 
priated a sizable sum of money to the National 
Institutes of Health to finance investigations in 
the psychopharmacologic field. 

Nearly all the ethical drug companies have 
entered the field, and some have shifted their 
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The psychiatric patient’s complaints are likely to be extremely 
labile. They often vary greatly according to the situation. A 
neurotic woman’s headache may, for instance, go away when 
she is flattered—or it may come on when she makes a trip to 
see her doctor. 


interest almost completely away from their other 
products. An increasing percentage of our scarce 
clinical and research manpower is being shifted 
to this field of investigation. A typical state hos- 
pital, which five years ago had an annual drug 
budget of $50,000, last year spent $500,000 on 
drugs, most of the increase going for tranquilizers. 
A recent survey of a group of business executives 
revealed that 30 per cent of them had been given 
prescriptions for these drugs during the previous 
year. It is rumored that an active black market in 
these chemicals has developed in some cities, with 
single capsules selling for as much as $1. 
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A careful review of the literature on the sub- 
ject demonstrates that it is overwhelmingly 
weighted on one side of the psychopharmacologic 
issue. What follows is an attempt to represent the 
other side, starting with a series of facts devoid 
of advertising claims, and going on to presenta- 
tion of a fresh point of view on the psychiatric 
problems for which the drugs are most often pre- 
scribed. 


Pharmacology of the New Drugs 


In general, the drugs which have come to be 
known as psychopharmacologic agents have been 
derivatives of five different pharmacologic cate- 
gories: (1) antihistamines, (2) muscle paralys- 
ants, or curarelike drugs, (3) rauwolfia alkaloids, 
(4) adrenergic agents and (5) monamine oxidase 
inhibitors. The long series of different com- 
pounds which have appeared on the market, or 
which have been subjected to investigation, is a 
manifestation of the fact that the properties 
sought for in respect to high therapeutic potency 
and low toxicity have not been achieved in any 
one. Following is an outline of the known phar- 
macologic properties of each category. 


ANTIHISTAMINICS 


Chlorpromazine was the first of this class of 
drugs to be exploited for its alleged tranquilizing 
effects, and most of the subsequent derivatives in 
this class were developed in an attempt to avoid 
the toxicity of chlorpromazine. In laboratory ani- 
mals this compound appears to have a mild 
adrenalin-blocking action, and, as such, lowers 
blood pressure and body temperature, but usually 
with compensatory tachycardia. Its action is 
probably peripheral rather than central, although 
it probably acts on the brain also through its gen- 
eral suppression of sympathetic activity. As such, 
it is likely to produce mild drowsiness, but with- 
out analgesia or narcosis. It is detoxified in the 
liver. The action of the drug in man does not con- 
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sistently duplicate that seen in animals, and, as a 
matter of fact, there is a variation in its action in 
different species of animals. This is probably so 
because its rather mild sympathetic-blocking ac- 
tion calls into play the homeostatic mechanisms 
of the autonomic system in a way which may 
either neutralize or overcompensate for the initial 
action. 

In the five years or so in which chlorpromazine 
has been on the market, sufficient clinical trials 
have been made to accumulate an impressive 
record of side effects. The toxic reactions reported 
serve to confuse rather than enlighten us on the 
actual pharmacology of the compound. For ex- 
ample, a very considerable number of human 
subjects (up to 40 per cent in one series) devel- 
oped Parkinsonism, ataxia or convulsions. In ad- 
dition, postural hypotension, jaundice and agran- 
ulocytosis have been reported. The frequency of 
these side effects has led to the development of a 
large variety of modifications of the original com- 
pound in an attempt to find a derivative having a 
substantial sedative or hypotension action with a 
minimum of toxicity. 

In general, these compounds, which have 
achieved a substantial degree of safety, (such as 
promethazine) have, correspondingly, yielded 
negligible sedative actions. In other cases, com- 
pounds which have appeared to be free of the 
annoying Parkinsonism reaction have yielded 
hew toxic effects of their own, such as retinal de- 
generation (NP-207, Sandoz). Some of the new 
derivatives have a pronounced effect in poten- 
tiating convulsive activity and are probably con- 
traindicated in cases of epilepsy. It appears that 
the mode of action is by inhibiting some enzyme 
system of the body. 


MUSCLE PARALYSANTS 


The curarelike action of mephenesin in para- 
lyzing the action of skeletal muscles has been re- 
garded as having potential value in bringing 
about a state of muscular relaxation in humans. 
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Therefore, a continuing search for a safe drug 
having this action has been going on during the 
past few years. The meprobamates have been 
marketed with the claim of having achieved this. 
In monkeys, relatively nontoxic doses produce 
muscle paralysis. The action appears to be cen- 
tral rather than peripheral, having no effect on 
the myoneural junction, or peripheral nerves, or 
on the autonomic system. Apparently the site of 
action is at the interneuron junctions in the spinal 
cord and higher centers, being approximately the 
opposite, therefore, of the well-known strychnine 
action. It potentiates the action of alcohol, bar- 
biturates and antihistaminics, perhaps because 


A glass of warm milk will produce a sedative action com- 
parable to the safest of the psychopharmacologic agents. The 
drugs that are more effective offer few if any advantages over 
the old familiar sedatives. 
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all of the latter appear to act by suppressing oxy- 
gen transfer to the nerve cell. In man, the ex- 
pected muscle relaxation does not appear very 
reliably. The clinical effect of ordinary doses is 
limited chiefly to that of mild sedation, not differ- 
ing essentially from barbiturate action. 

The reports of toxic effects are increasing rather 
alarmingly. Fever, malaise, vomiting, headache, 
cardiac dysrhythmias, postural hypotension, pur- 
pura, diplopia and irritability show up in a con- 
siderable number of cases. The side effects give 
few clues as to the mode of action in man except 
that they show the effects of general physiologic 
poisoning. In general, it can be said now that the 
meprobamates have many disadvantages and no 
advantages over the barbiturates, and the theo- 
retic action of muscle relaxation has not been re- 
liably demonstrated in clinical practice. 


RAUWOLFIA ALKALOIDS 


The whole root of the Rauwolfia plant had 
been used in India for years for a variety of pur- 
poses. In 1938, Chopra reported its hypotensive 
effect, and it was then studied in this country for 
these properties. In dogs, cats, rabbits and rats 
the alkaloid has hypotensive properties, but it has 
no effect on the blood pressure of normatensive 
monkeys, and similarly, there appears to be no 
appreciable effect on the blood pressure of norma- 
tensive humans. It is unclear whether there is 
more than a transient hypotensive effect on hy- 
pertensive humans. Bradycardia accompanies the 
hypotensive effect on animals, and this action is 
blocked with atropine. Hypothermia is produced 
in monkeys. Its site of action appears to be cen- 
tral, and it has a general depressant effect on 
cortical activity. Nevertheless, it enhances rather 
than inhibits convulsive activity. 

It is probably the reticular activating system 
which is mostly affected, and this assumption is 
partly confirmed by the fact that one of the prom- 
inent side effects is Parkinsonism. Objective ob- 
servations of the clinical effect on humans show 
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that there is a general “‘drugged”’ state produced, 
but that no reliable specific action is demon- 
strable. Toxic effects are being reported in in- 
creasing numbers, and include Parkinsonism, 
ataxia, gastric hypersecretion, edema and con- 
vulsions. 


ADRENERGIC AGENTS 


The adrenalinlike compounds have been well 
established for a long time (ephedrine, ampheta- 
mine) and are important to the subject of psycho- 
pharmacology because it is under this umbrella 
that they are currently being promoted. As is 
well known, any adrenergic substance introduced 
into the body sets into motion the various homeo- 
static mechanisms which tend to neutralize or 
overcompensate for the theoretic action of the 
substance. In doses large enough to achieve a new 
autonomic equilibrium, potentially dangerous 
side effects are apt to become evident, and these 
would include hypertension, tachycardia, cardiac 
enlargement or dysrhythmia, rupture of sclerosed 
vessels, ete. 

Since these substances are hormonelike rather 
than enzyme toxins, it would seem that their use 
in clinical practice should be confined to patho- 
logic states in which there is an adrenalin defi- 
ciency. Such is rarely, if ever, the case in the psy- 
chiatric conditions for which these drugs are being 
administered, Attempts to reduce the undesir- 
able side effects by combining amphetamine with 
barbiturates produce some curious pharmacologic 
states which are more fruitful as objects of re- 
search curiosity than they are of clinical value. 


MONAMINE OXIDASE INHIBITORS 


The normal adrenergic substances of the body 
appear to have only a very short free lifetime in 
the body fluids, being promptly destroyed by an 
enzyme known as monamine oxidase. Compounds 
have been isolated which have the effect of inhib- 
iting the action of the enzyme, and this would, in 
turn, have the theoretic effect of prolonging the 
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Psychopharmacologic Agents, Summarized 


An outline of some of the properties of drugs currently on the market 
or under investigation. (Modified from Cattell’s report on psycho- 
pharmacologic agents, published in the AMERICAN JOURNAL OF Psy- 


CHIATRY, October, 1959.) 


CODE: 
Action 


Toxic Effects Reported 


A. Sedative 
B. Muscle relaxant 
C. Stimulant 


D. Action found in 
animals not con- 
firmed for humans 


23. 


. Liver damage, jaundice 


Parkinsonism 
Agranulocytosis 

Skin rashes 

Nausea, vomiting, diarrhea 
Convulsions 


. Postural hypotension 

. Drowsiness 

. Tremors, muscle weakness 
. Photosensitivity 

. Dryness of mucosa 

. Retinal degeneration 

. Gastric hypersecretion 

. Dependent edema 

. Confusion, intoxication 

. Ataxia 

. Cardiac malfunction, tachycardia 
. Diplopia 

. Anorexia 

. Insomnia 

. Sweating 

. Insufficient investigation 


Withdrawn due to excess toxicity 


. Harmless and ineffectual 
. Fatalities reported 


Mild side reactions 
Moderate side reactions 
Marked side reactions 


Dose (mg.) 


Action Toxic Effects Reported 


. . A. ANTIHISTAMINELIKE PREPARATIONS 


1. Chlorproma- 
zine 
Thorazine 


2. Promazine 
Sparine 


3. Mepazine 
Pacatal 


4. Prochlorpera- 
zine 
Compazine 


5. Perphenazine 
Trilafon 


25-250 
q.i.d. 
(Smith 
Kline 


A,D 1,2,3,4,5,6,10,11,xx 


& French 


50-250 
t.id. 


A,D 1,2,3,4,5,6,10,11,xx 


(Wyeth) 


25-50 t.i.d. 


A,D 1,2,3,4,5,6,11,xxx 


(Warner- 
Chilcott) 


5-30 t.i.d. 


(Smith 
Kline 


A,D 1,2,3,4,5,6,11,xx 


& French) 


2-6 t.i.d. 


A,D 1,2,3,4,5,6,11,xx 


(Schering) 


(Continued on next page) 


x 
xx 
XXX 
Name 


Psychopharmacologic Agents, Summarized (Continued from previous page) 


Action 


Toxic Effects Reported 


D. MUSCLE PARALYSANTS. ........ 


4,5,7,8,9,15,17,18,xx 


22,x 


22,? 


MONAMINE OXIDASE INHIBITORS. ...... 


1,9,11,16,18,14,17, 
25,xxx 


5,7,22,? 


1,7,17,22,? 


17,22,? 


17,20,xx 


15,17,x 


17,20,xx 


9,17,21,xx 


5,14,xx 


22,xx 


6,7,8,18,xx 


Name Dose (mg.) Toxic Effects Reported Name Dose (mg.) Action 
Phener .d. 
_ (Wyeth) 1. Meprobamate 200-400 B,D 
Miltown t.id. 
7. Trifluproma- 100-150 D 3,22,xx (Wallace) 
zine o.d 
2. Meprobamate 
Vesprin (Squibb) Equanil (Wyeth) same as Miltown 
8. Trifluopera- 1-8 t.i.d. D 1,2,3,4,5,6,11,15,x 8. Phenaglycodol 300 t.i.d. A 
zine — (Smith Ultran (Lilly) 
Stolasine 4. Chlormetha- 100tid. B 
) zanone (Winthrop) 
9. Thiopropa- 2-10 t.i.d. D 2,16,22,xx Trancopal 
zate (Searle) 

10. Piperidino- ? D 12,23,xxx 1. Iproniazid 10-25t.id. C,D 
chlorpheno- (Sandoz) Marsilid (Hoffman- 
thiazine LaRoche) 

NP 807 2. Phenelzine 15 t.i.d. Cc 

11. Acepromazine ? D 6,7,9,xxx Dihydrogen (Warner- 
Notensil (Crooks Sulfate Chilcott) 

Barnes) Nardil 
3 12. Thioridazine 25-200 D 22,x 3. B-Phenyliso- 12-24 o.d. Cc 
Mellaril t.i.d. propylhydra- (Lakeside) 
(Sandoz) zine HCL 
Catron 
4. Nialamide ? Cc 
B. RAUWOLFIA ALKALOIDS. ........ Niamid (Pfizer) 
1. Reserpine 0.5-1 b.id. B,D 1,2,3,6,7,13,14,xx 5. Dextro am- 2.5-10 Cc 
Serpasil (Ciba) phetamine t.i.d. 
2. Deserpidine 0.242 B,D _1,2,8,6,7,13,14,22,xx Dexidrine 
Harmonyl t.id. & rv h 
6. D 1 Cc 
3. Rescinnamine 0.25-0.5 B,D _1,2,8,6,7,13,14,22,xx 
Moderi phetamine t.i.d. 
with amytal (Smith 
(Pfizer) Dexamyl Kline 
& French) 
ANTIADRENERGIC (?) AGENTS. . . . . . 7. Metham- 2.5-5 C 
hetami Abbott 
1. Azacyclonol 200-400 B,D _1,22,xx ) 
ain 8. Methyiphen- 5-10t.i.d. 
idate HCL (Ciba) 
2. Benactyzine 1-3 o.d. B,D 9,11,13,17,xx Ritalin 
9. Pipradol HCL 1-2.5tid. 
3. Hydroxyzine 10 t.i.d. B,D 22,x Maratran (Merrill) 
Atarax (Roerig) 10. Deanol 25 t.id. C 
4. Phenyltol- 25-50 AB 22,x Deaner (Riker) 
oxamine b.i.d. 11. Imipramine 25-75 t.id.  C 
PRN (Bristol) Tofranil (Geigy) 
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normal action time of these adrenergic substances. 
It has been theorized by some chemists that the 
clinical states of depression seen in psychiatric 
patients are really low-energy states resulting 
from a deficiency of epinephrine activity. This 
clinical assumption has little to recommend it, 
but, nevertheless, a series of monamine oxidase 
inhibitors has come on the market with the claim 
that they act as stimulants through this mecha- 
nism. The first of these was Marsilid which has 
been discredited recently because of several re- 
ported cases of fatal acute yellow atrophy. 

Other toxic effects reported have included pos- 
tural hypotension, ataxia, headache, dryness of 
mucous membranes, sweating, flushing, edema, 
cardiac failure, etc. Derivatives produced in an 
effort to find a compound less toxic than Marsilid 
have generally yielded similar results, once they 
have been on the market long enough. Some have 
turned up with new side effects such as urinary 
retention. 


GENERAL REMARKS 


Stimulated by the great commercial success 
and popular appeal achieved by the early tran- 
quilizers, most of the drug companies have been 
energetically seeking to find chemical means of 
altering human emotions. They approach the 
subject in the direction of either trying to alter 
the autonomic system by means of adrenergic or 
antiadrenergic substances or by reducing muscle 
tone through a curarelike action. Their theoretic 
attack is focused on the tension which is supposed 
to be the problem of the psychiatric patient. 

With this limited viewpoint, the drug compa- 
nies have tested out a huge variety of compounds 
on chronic mental patients, and measure the 
effect by observation of the kind of behavior 
which seems to result from the investigation. In 
spite of the variations in the theoretic pharma- 
cologie actions, the various drugs are administered 
quite indiscriminately and without much regard 
for the effect sought. As a result, antidepression 
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A schizophrenic develops a way of thinking and living in 
which he completely abandons responsibility. 


drugs seem to work just as well on excited as on 
lethargic patients. Regardless of the class of drugs 
being used, the huge number of state hospital pa- 
tients now being treated with them universally 
demonstrate a nondescript type of intoxication 
made up of the peculiar mixture of depleted sen- 
sation, narrowed attention and impaired judg- 
ment which is common to all central nervous 
system toxins. The safest of the drugs show a 
sedative action comparable to that of a glass of 
warm milk, and those with a more pronounced 
effect show few, if any, advantages over the old 
familiar sedatives. In no case can it be demon- 
strated that any effect on the patient’s emotional 
state is produced other than that which results 
from the blurring of consciousness. 


Appraisal of Assumptions for Claims 


' The initial work, and a vast majority of that 
which developed subsequently, has been carried 
on by biochemically-oriented investigators. These 
people have tended to see the problems of the 
psychiatric patient as physical rather than psy- 
chologic in nature. This is in contrast to the 
point-of-views of the dynamic psychiatrist and 
other psychologically-oriented investigators who 
see the patient’s problems as being disorders of 
the thinking process. It has been the former group 
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rather than the latter who have most assiduously 
pursued drug research. To understand their ap- 
proach it is necessary to examine their basic 
assumptions. 


EXCLUSIVE CONCERN WITH SYMPTOMS 


In the first place, the advocates of the psycho- 
pharmacologic approach concern themselves ex- 
clusively with what they call symptoms, and 
measure their results by the degree to which they 
are modified. What are called symptoms can be 
classified into two categories, neither of which 
qualifies as symptoms in the usual medical sense. 
One category would consist of complaints made 
by the patient, and the other would be made up 
of observations of aberrant motor behavior. 

The reason we cannot classify the complaints 
of the psychiatric patients as symptoms is due to 
the basic fact that this kind of person character- 
istically misinterprets physiologic or pathologic 
phenomena so that the presence or absence of 
symptoms bears little or no relation to the nature 
or number of complaints. Closer examination of 
the complaints shows them to be much more ac- 
curately identifiable as excuses or rationaliza- 
tions. It is a well-known fact, for example, that 
the number of complaints offered by patients 
with psychiatric disabilities is unrelated to the se- 
verity of the psychiatric problem. A severely dis- 
organized schizophrenic, for example, may com- 
plain of one simple thing, such as backache or 
sleeplessness, whereas a mild neurotic may offer a 
list of complaints which fills the chart. 


The Author 
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Furthermore, these complaints vary widely in 
an individual to fit various situations. Apparently 
insignificant factors can lead to the disappearance 
of complaints, or can bring forth an entirely new 
list. It is not unusual, for example, for a neurotic 
woman’s complaints of headache to disappear 
when someone offers her a little flattery, or to re- 
appear when she visits her physician. The ex- 
treme lability of complaints in the psychiatric 
patient, therefore, makes it misleading to use 
them as an index of progress. The same applies to 
the observable motor behavior of the psychiatric 
patient which, too, varies widely in response to 
internal and external influences. 


AVOIDANCE OF EMOTIONAL PROBING 


The patient who presents himself to a physician 
for a basic psychiatric problem asks, above all, to 
be relieved of discomfort. Frequently, the patient 
has to do a good deal of distorting and exaggera- 
tion in order to arrive at some sort of complaint 
which would seem to him suitable for the doctor’s 
attention. Actually, the patient is not likely to 
experience a major degree of physical discomfort, 
but instead, is distressed by the presence of an 
uncomfortable mood which might be more ac- 
curately described as discouragement, apprehen- 
sion, anger, etc. These emotional states yield 
physical signs which might be interpreted as 
muscle tension, fatigue, insomnia, or tremulous- 
ness, but they are only relatively minor side ef- 
fects of the prevailing unpleasant emotional out- 
look. However, the patient is more likely to com- 


CHARLES E. GOSHEN, M.D. is professional associate of the National Re- 
search Council’s Division of Medical Sciences in Washington, D.C. In addi- 
tion, he is staff psychiatrist at the Washington Clinic. Dr. Goshen was certi- 
fied by the American Board of Psychiatry and Neurology in 1948. A fellow 
of the American Psychiatric Association, he was project director of The 
General Practitioner Education Project of the APA for two years, a project 
designed to develop psychiatric training methods of general practitioners, 
and a member of the APA Committee in Liaison with AAGP from 1957 to 
1959. The author has written numerous scientific articles. 
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plain of fatigue than discouragement and to ask 
for relief from the former in the childish hope that 
this will have a favorable effect on the latter. Be- 
cause of this tendency, the patient is prone to 
treat his fatigue with an intensity and sense of 
despair which would be more appropriately di- 
rected toward the underlying mood which brought 
it about. He does not focus his attention, or the 
physician’s, on the discouragement, for example 
—for to do so would require him to do something 
about it, whereas he hopes that if attention is 
focused on the fatigue, the physician will be able 
to do something about it. 

This tendency to shift the work from himself 
to someone else is one of the important diagnostic 
signs of neurotic thinking. The patient knows, but 
will be reluctant to admit, that it is his emotional 
state rather than his physical complaints which 
are his major source of distress, but hopes to find 
relief by attacking the effects rather than the 
causes. 

Furthermore, he finds it more tangible, hope- 
ful and simple to work on the secondary mani- 
festations in the same way that the tuberculous 
patient might concentrate on his cough rather 
than on the more mysterious and more terrify- 
ing problem of his diseased lungs. 

Because the secondary physical manifestations 
of uncomfortable emotional states are handled in 
this way by the neurotic patient, and because, 
above all, the complaints he offers are distortions 
and exaggerations of these physical signs, the 
complaints will respond to medical attention in a 
very predictable fashion. If the patient manages 
to get his physician to fall into the trap of taking 
the complaints at face value and the physician 
therefore directs his attention to the complaint 
rather than the cause, the patient is likely to ex- 
perience a certain sense of success. In the first 
place, he has succeeded in getting someone else to 
do the work, which is always his intention. Sec- 
ond, he has managed to get the physician to ad- 
mit, by implication, that nothing drastically is 
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Twenty-five toxic effects of psychopharmacologic agents have 
been reported by the AMERICAN JOURNAL OF PSYCHIATRY. 
One of these reactions is skin rash. 


wrong with the patient’s way of doing things. 
Third, in addition to any sympathy which might 
be forthcoming, he has considerable satisfaction 
of having outwitted the doctor. Being childish to 
begin with, these spurious successes are likely to 
yield the patient a substantial degree of comfort, 
and he is very likely to report on his next visit 
that he feels better after taking the prescribed 
pills. This good news, in turn, trades on the in- 
nocence of the physician whose professional pride 
is understandably uplifted by the news that he 
has helped his patient. 

The resulting enthusiasm further helps to bol- 
ster the patient’s confidence and helps to distract 
his attention for awhile from his real problem, so 
that for the time being, things will seem to go 
along in fine fashion. Unfortunately, however, 
none of these maneuvers has more effect on the 
real problem than an encouraging pat on the back, 
and sooner or later the underlying problem begins 
to make itself known again. Having experienced 
apparent relief from the original pharmacologic 
procedure, the patient is likely to look for more of 
the same. The second time, however, the phy- 
sician is likely to try another drug, or larger doses, 
until all the drug possibilities are exhausted, or 
toxic effects supervene to complicate the problem. 
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Summation 


A very practical and quite accurate gen- 
eralization can be made concerning the 
evaluation of any treatment measure given 
a neurotic patient: Any procedure which 
appears to produce dramatically beneficial 
results but which does not require any 
work or any change on the patient’s part 
is probably one which fits into his neurotic 
scheme of things, and is therefore harm- 
ful. Contrariwise, any procedure which is 
genuinely constructive will almost inevi- 
tably provoke the patient’s resistance, and 
may actually increase his discomfort tem- 
porarily. 

These generalizations have considerable 
validity because of the very nature of neu- 
rotic thinking. Fundamentally, neurosis is 
a way of thinking and living which seeks 
to reduce responsibility to a minimum. 
Schizophrenia is a way of thinking and 
living which abandons responsibility alto- 
gether. Measures which seem to make the 
patient more comfortable without requir- 
ing him to take a more mature attitude 
toward responsibility will, in the long run, 
damage him more than it will help him 
because it helps him “get away”’ with his 
system. Since the days of the medieval 
alchemist, man has sought to find chemi- 
cal substitutes for common sense and hard 
work. Not only do the new psychopharma- 
cologic agents fail to achieve this, but it is 
unlikely that any other substance will ever 
do it either. 
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The Treatment 
of Tortuous Varicose Veins 


BANNING GRAY LARY, m.D. 


University of Miami School of Medicine 
Miami, Florida 


THE INTERNAL stripping procedure has proved 
very effective in the treatment of both acquired 
and congenital long and short saphenous vein 
insufficiency. There remain, however, numerous 
collateral veins connected to the saphenous 
systems and to perforator veins which are not 
removed by this procedure. Because these veins 
are characteristically thin-walled, tortuous and 
friable, internal stripping and external stripping 
are not effective in their removal. These have, 
therefore, been treated by the injection of scleros- 
ing agents or multiple incisions and ligations with 
and without transection. 


FIGURE 1. Method of removing segments of tortuous varicose 
veins by multiple avulsions through a single small incision. 
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In our experience, neither of these methods 
has given satisfactory results. The injection 
treatment causes pigmentation, pain and per- 
sistent thrombosis, while the multiple interrup- 
tions are effective in obliterating only short seg- 
ments of the veins. For these reasons we have 
been using the following technique: 


Procedure 


Two days prior to surgery, while the patient 
is in the erect position, the course of each vein 
is carefully marked by gently touching a silver 
nitrate stick to the overlying skin which has 
been previously moistened. At surgery, a 114-cm. 
incision is made through the skin and the vein is 
identified. With an Adson hemostat, the vein is 
dissected as far as possible and then avulsed. 
The point of the hemostat is then used to dissect 
subcutaneously and grasp and avulse progressive 
segments of the vein (Figure 1). Usually seg- 
ments from 1 to 3 in. will be withdrawn. Occa- 
sionally bits of subcutaneous fat are sacrificed with 
the segment of veins. No attempt is made to 
ligate the open ends of the veins, and simple 
pressure is used to control bleeding. 

Through one small incision, by dissecting both 
superiorly and inferiorly, one-third of the length 
of the leg can be effectively covered in one 
longitudinal plane. As many as 20 to 30 small 
incisions may be necessary to completely remove 
all collateral varicose veins in both legs. The 
skin edges are approximated with 5-0 nylon 
interrupted army mattress sutures to achieve a 
fine closure. Dressings and elastic wrappers are 
applied as in the usual vein ligation and strip- 
ping, and the sutures are removed at the end of 
seven days. ; 

The areas from which the veins have been re- 
moved develop the usual ecchymotic discolora- 
tionand subcutaneous induration, which disap- 
pears within six weeks (Figure 2). The silver 
nitrate marks are also gone by this time. 
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FIGURE 2. Before-and-after photographs demonstrating the 
results obtained by the multiple avulsion technique. 


Results 


Careful attention to the details of marking, 
avulsion and closure of the small incision is 
rewarded with minimal morbidity and excellent 
cosmetic results. This method finds particular 
application in cases where tortuous veins persist 
following either high ligation or previous strip- 
ping procedures. With local anesthesia this 
method is now used in preference to injections 
in the office treatment of tortuous varicose veins. 
Through two or three 1-cm. incisions, and using 
a curved mosquito hemostat, 12 to 18 in. of 
veins can be removed during one visit. 
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Each year members of a different well-known medical faculty 
prepare articles for this regular GP department. 
This is the last of twelve from Cornell University. 
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Atrial Flutter: 


Its Incidence and Results of Therapy With Digitalis 


Department of Medicine 
Cornell University Medical College 
New York, New York 


“A REGULAR TACHYCARDIA with a fixed rate be- 
tween 120 to 160 per minute, which persists for 
over a fortnight is almost certainly flutter.’”’ This 
statement in 1927 summarized the opinions of 
Parkinson and Bedford regarding atrial flutter. 
It was based on an analysis of electrocardiograms 
obtained over the preceding 14 years during 
which time they treated 52 patients with this 
arrhythmia. This statement inferred that the in- 
cidence of atrial flutter was far greater than gen- 
erally assumed. 

A number of extensive reports analyzing many 
aspects of atrial flutter including its incidence, 
natural history, problems in treatment, probabil- 
ity of reversion to normal sinus rhythm and prog- 
nosis are available. The largest series of cases re- 
ported todate is that of White and Sprague. They 
reported 102 cases seen during a 16-year period 
at the Massachusetts General Hospital. Of this 
group, “19 were ‘impure’ or ‘flutter-fibrillation’ 
type, leaving only 85 ‘pure’ cases.”” This is an 
average of about five cases of the “pure” typeeach 
year. They state further that “this disturbance 
of rhythm is relatively rare.’”” Hejtmancik, Her- 
mann and Bradfield report a similar incidence. 
Ninety-three episodes of “pure flutter” were seen 
in 82 different patients over a 22-year period. 

In reviewing all the electrocardiograms re- 
corded during three and one-half years on the 
Cornell Medical Division of Bellevue Hospital, it 
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was interesting to find 118 instances of “‘pure’’ 
atrial flutter. This incidence of about 34 cases a 
year was surprising, and led to a careful search 
for electrocardiogram evidence of atrial flutter in 
dealing with any tachycardia. This is especially 
true when the patient is elderly (Table 2). 

It appears appropriate to report this large 
series and to attempt to determine the factors 
contributing to this unusual experience. In addi- 
tion, since digitalis exclusively was employed in 
the primary treatment of these patients, it is of 
interest to compare the percentage of successful 
reversions to a sinus mechanism with the results 
of other workers who treated this arrhythmia 
by various other agents. 


Material and Methods 


This report is based on a study of 12,000 elec- 
trocardiograms recorded from approximately 
10,000 patients in three and one-half years and 
interpreted by one or both of the authors for the 
Cornell Medical Division of Bellevue Hospital. 

Only those records in which the atrial mechan- 
ism was “pure’”’ flutter are included. All instances 
were discarded in which transitions from “pure”’ 
flutter to “coarse atrial fibrillation” or to ‘‘flutter- 
fibrillation” could be identified on the same rec- 
ord. “Pure’’ flutter was defined as an atrial 
rhythm with a fixed “F-F” interval and a “con- 
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TABLE 1. 


Incidence of Atrial Flutter in Different Series 


Number 
of 


Author Cases 


Number 
of 
Patients Incidence 


Ratio, Number 
Male: Years 
Female Surveyed 


Nydick and 
Luckey 

White and 
Sprague 

Parkinson 


and 
Bedford 


Makinson 
and Wade 

Bell and 
Strong 

Hejtmancik 
and 
Hermann 


*Askey 19 


10,000 


10,000 


1.18% 2:1 3% 


1.04% 3:1 16 


not listed not listed 


9,458 


13,000 


82 not listed not listed 


1,247 


0.17% 


0.41% 


4.7:1 22 


1.5% 5:1 not listed 


*Incidence in patients with acute myocardial infarction 


TABLE 2. 


Age Incidence 


of Atrial Flutter 


Total 78 


118 


ree 


stant”’ atrial potential 
usually with a sine wave 
form. The latter criterion 
was considered established 
if no isoelectric period of 
more than .03 sec. could 
be determined. 

A special problem arises 
in the differentiation of 
atrial flutter with two-to- 
one block from supraven- 
tricular tachycardia with 
two-to-one block. This is 
especially important since 
the latter rhythm is often 


the result of digitalis intoxication. A practical 
electrocardiographic point of differentiation rests 
in the atrial rate. In atrial flutter, without quini- 
dine therapy, the atrial rate is ordinarily greater 
than 240 per minute; in digitalis intoxication 
with supraventricular tachycardia and two-to- 
one block the atrial rate is usually less than 
220. 


Results 


One hundred and eighteen patients fulfilled the 
criteria for inclusion in the study. This is a larger 
series than in previous reports available, and 
represents an incidence of 1.18 per cent of the 
total number of admissions to the medical service 
and 0.98 per cent of all the electrocardiograms 
recorded during this period (Table 1). 


Sex and Age 


In all of the large series reported, there has 
been a preponderance of men over women: ten 
to one in the Parkinson and Bedford report and 
three to one in the reports of White and Sprague 
and Bell and Strong. Of those cases where we 
have a record of sex, there were 78 males and 35 
females, a ratio of two to one (Table 1). 

All of the authors emphasize that atrial flutter 
is seen most frequently in the older patient. All of 
them reported that 75 per cent or more of their 
cases were 40 years of age or older. In our group, 
80 per cent of the patients were 50 to 79 years of 
age; 95 per cent were 40 or older (Table 2). 


Etiology 

Unlike atrial tachycardia or even atrial fibrilla- 
tion, atrial flutter is seldom seen as a “functional” 
abnormality in a patient who is otherwise con- 
sidered to have a normal cardiac status. Although 
we have not compiled in detail the exact causes 
of heart disease in the patients constituting the 
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Age Male Female 

20-29 0 

30-39 2 

4049 
(50-59 17 1 
60-69 28 
Sl 0-79 
30-89 4 

90-99 1 
35 


basis of this report, the vast majority had signifi- 
cant underlying heart disease. While some of the 
instances were precipitated by major surgery or a 
severe systemic disease in patients with no obvi- 
ous heart disease, this was uncommon. Thoracic 
surgery or prostatectomy in the very aged pa- 
tient appeared to be most likely to initiate the 
arrhythmia in the group without obvious heart 
disease. Most patients had one of the “degener- 
ative” heart diseases such as arteriosclerotic or 
hypertensive cardiovascular disease, fewer had 
rheumatic heart disease, and the remainder formed 
a heterogeneous group of cardiac disease. 


Results of Therapy 


No patient with atrial flutter was treated ini- 
tially with quinidine during the period covered 
by this report. The policy was established to en- 
courage the staff to become as familiar as possible 
with two digitalis preparations, one long-acting, 
the other short-acting. Whenever possible, ap- 
propriate combinations of digitalis drugs were 
used in treating both congestive heart failure 
alone and the supraventricular arrhythmia with 
or without congestive failure. The preparations 
most often employed were digitoxin and oua- 
bain. Less frequently digitalis leaf was employed, 
but digoxin, lanatoside C, gitalen, or other more 
rapidly acting preparations were never used in 
treating this group of patients. 

Of the 118 patients studied, it was possible to 
follow the course of 93 with frequent electrocardi- 
ograms. Eighty were treated with digitalis in 
some form and 13 converted to normal sinus 
rhythm or atrial fibrillation spontaneously before 
therapy could be initiated (Table 4). The other 
25 patients in this retrospective chart study were 
lost to follow-up for unknown reasons, or died 
before therapy could be initiated, or before a 
second electrocardiogram could be obtained. 
Obviously in many of these instances, the atrial 
flutter was an agonal rhythm. 
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TABLE 3. 


Atrial Flutter Treated with Digitalis: 
Changes of Rhythm 


Changes of Rhythm 


Atrial flutter reverted to fibrillation 


Atrial flutter reverted to fibrillation 
then normal sinus rhythm 

Atrial flutter reverted directly to 
normal sinus rhythm 

Atrial flutter—no reversion 


TABLE 4. 


Atrial Flutter—Untreated Group 
Changes of Rhythm 


NUMBER OF CASES: 13 


Reverted directly to normal sinus rhythm 


Reverted to atrial flutter then normal sinus 
rhythm 


Reverted to normal sinus rhythm then atrial 


flutter 
Reverted to atrial flutter 


It should be emphasized that the tabulation of 
these changes of rhythm is based only on the se- 
quence recorded by the electrocardiogram. Al- 
though cardiograms were obtained often, usually 
before each dose of digitalis when the drug was 
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Number 
of Cases Per Cent 
29 36 
14 18 
27 34 
10 12 . 
Total 80 100 = 
46% 
238% 
23% 4 
8% 
4 
~<a 
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being administered every four to six hours, it is 
inevitable that certain transient changes of 
rhythm would not be recorded (Table 3). 

It can be seen that the percentage of reversions 
to a sinus mechanism during digitalis therapy is 
similar in most series (Table 5). In the Sokolow 
and Chamberlain experience with the use of 
lanatosideC intravenously, the reversion of 90 per 
cent of the patients to sinus rhythm is impressive. 
However, the patients in this group appeared to 
have paroxysmal rather than chronic flutter. 

In the current series, 52 per cent of patients 
treated with digitalis reverted to sinus rhythm 


either directly or after transient episodes of 
atrial fibrillation (Table 3). This is a higher pro- 
portion of reversion to atrial fibrillation or sinus 
rhythm than previously reported in any large 
series of patients with chronic flutter. Only 13 per 
cent of our patients did not revert either to a 
normal sinus rhythm or to atrial fibrillation. 

It should not be inferred that treatment with 
digitalis is of no aid in treatment of atrial flutter, 
simply because the untreated group and the 
treated group show an equally high rate of re- 
version (Table 4). The fact that reversion was 
spontaneous suggested that the untreated pa- 


TABLE 5. 


Atrial Flutter—Results of Therapy (Final Rhythm) 


Reverted to Nor- 
mal Sinus Rhythm 


Reverted to Atrial 


Fibrillation No Reversion 


Digi- 

talis and 

Quin- Quin- 

idine idine 

Author Treated Treated 


Bell and Strong 
13 


Parkinson and Bedford 


Makinson and Wade 


Sokolow and Chamberlain 
Fahr and LaDue 
Hermann and Hejtmancik 


Nydick and Luckey 
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Digi- Digi- 
talis talis 
plus plus 
Digi- Quin- Quin- Digi- Quin- Quin- 
talis idine idine talis idine idine 


Not listed Not listed 


20% 35% 
80% 


14% 43% 


13% 
14% 14% 
24% 24% 


36% 12% 
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Digi- 
7 talis 
plus 
Digi- Quin- Quin- 
talis idine idine 
69% 
8 25% 
4 
15 20% 
< 16 25% 56% 19% 
9 33% 44% 23% 
: 16 87% 
of 
7 71% 
F 41 51% 
28 64% 36% 
10 40% 60% 


tients had less well-established arrhythmias than 
did most of the patients in the treated group. 


Di 


Although the incidence of atrial flutter re- 
ported in this article is higher than that reported 
by other authors, the difference is not of great 
magnitude. The most striking difference is that 
these 118 cases were collected in only three and 
one-half years. There are two explanations for 
this: 
1. Many patients who seek care either in the 
clinics or at the admitting office of a municipal 
hospital are elderly, have advanced cardiovascu- 
lar disease and often have neglected their disease 
and its advancing symptoms for long periods of 
time. Arrhythmias, of which flutter is but one, 
tend to occur frequently in this group of patients. 

2. It has been the practice of the staff to obtain 
a bedside electrocardiogram on most patients 
immediately upon hospital admission, regardless 
of diagnosis. This is mandatory for patients with 
a tachycardia or with cardiac symptoms. This 
has often rewarded the staff with a diagnosis of 
atrial flutter in instances of a regular tachycardia 
that otherwise would have masqueraded as 
originating in the sinus node. 


TWO TECHNIQUES FOR RECORDING TACHYCARDIAS 


Two simple techniques are employed routinely 
in recording the tachycardias. 

Unipolar Atrial Lead. A unipolar atrial lead 
(in the second or third interspace just to the 
right of the sternum) is obtained and is then re- 
peated while carotid pressure is applied. In this 
way, even if the atrioventricular block is in- 
creased only for one or two cycles, flutter waves 
may be uncovered during this interval, the diag- 
nosis established and therapy guided. Special 
pains are taken to elucidate the mechanism of 
“supraventricular tachycardia” or “nodal tachy- 
cardia,” at rates of 1380 to 150, for many of 
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FIGURE 1. The difficulty in the electrocardiographic diagno- 
sis of atrial flutter and the use of carotid sinus pressure to un- 
cover atrial activity in supraventricular tachycardia is illus- 
trated. Strip 1 demonstrates a Lewis lead in a patient with a 
supraventricular tachycardia with a ventricular rate of 150. 
Strip 2 records the tracing during carotid sinus pressure. Note 
that one atrial complex was buried in the QRS. Atrial rate is 
300. Unusual carotid sinus sensitivity was present. Subse- 
quent strips record ventricular escape and then uneventful re- 
turn to atrial flutter with a two-to-one block. 


these prove to be atrial flutter with two-to-one 
atrioventricular block, one of the “‘F’”’ waves 
being obscured by the T wave or QRS of the pre- 
ceding complex. 

Bipolar Atrial Lead. We have seldom resorted 
to esophageal leads, but will occasionally use a 
bipolar atrial lead. Both electrodes of a standard 
lead are placed a short distance from each other 
on the right anterior chest. This will sometimes 
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magnify the constant atrial potential sufficiently 
to help establish the diagnosis of atrial flutter. 
An example of atrial flutter is shown in the elec- 
trocardiographic tracing in Figure 1. 


Rationale for the Use of Digitalis 


Bloomfield has said that flutter should “be 
treated on the same basis as fibrillation,” that is 
by slowing the ventricular rate. He noted that 
atrial fibrillation frequently ensues, but was not 
impressed with the frequency of conversion to 
normal sinus rhythm. In our experience a major- 
ity (52 per cent) of patients convert to normal 
sinus rhythm with digitalis and do not require 
early quinidine therapy. It is our opinion that the 
goal in the treatment of atrial flutter should be 
either atrial fibrillation or normal sinus rhythm. 
Although increase in the atrioventricular block 
may occur in the course of therapy with digitalis, 
further administration of digitalis is indicated to 
convert the rhythm to atrial fibrillation or normal 
sinus rhythm. Atrial fibrillation is a more desir- 
able rhythm than atrial flutter; in flutter a sud- 
den slight decrease in atrioventricular block may 
occur with doubling of the ventricular rate. The 
concept that the treatment of atrial flutter with 
digitalis regularly increases the rate of atrial dis- 
charge and tends to perpetuate the atrial arrhyth- 
mia has been accepted in the past, but is borne 
out neither by experimental studies nor by 
clinical observations. Whether one believes that 
atrial flutter is a manifestation of a circus move- 
ment or of a rapid repetitive discharge from a 
single ectopic focus, there is excellent rationale 
for the use of digitalis in an effort to revert flutter 
to normal sinus rhythm. 

Farah, Prinzmetal and associates and many 
others have emphasized the many factors that 
determine the response of the atria to digitalis. 
The direct myocardial and vagal actions of 
digitalis, the original rate of discharge of the 
“ectopic pacemaker,” the functional status of the 
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myocardium, digitalis dosage, the effects of other 
drugs used concurrently and many other factors 
all interplay in a complex manner and determine 
the results of therapy. 

Those who believe in the circus movement 
theory maintain that this movement will be 
interrupted when the size of the refractory gap of 
muscle is increased sufficiently so that refractory 
muscle is encountered by the head of the circling 
impulse. Those who hold that an ectopic focus 
forms the basis of atrial flutter believe this 
arrhythmia can be interrupted when this focus 
is suppressed and the inherently predominant 
sinus node again resumes pacemaker control. The 
known effects of digitalis might be expected to 
influence either of these mechanisms. 

Farah converted flutter to normal sinus 
rhythm in denervated fluttering dog atria by 
administrating large doses of digitalis. We con- 
sider this technique to be very important in 
treating patients as well. In this series, one pa- 
tient received more than 5 mg. of digitoxin in one 
week before reverting to normal sinus rhythm. 
Such large total doses of digitoxin are not unusual 
in the management of atrial flutter. One should 
not establish a rigid limit to the amount of 
digitalis these patients should receive. If these 
patients are observed frequently and electro- 
cardiograms are obtained before each dose of 
digitalis on a cumulative dosage schedule, one is 
often surprised by the large amounts of long- 
acting digitalis preparations tolerated without 
toxicity. A reasonable principle is that patients 
require the amount of digitalis to accomplish the 
desired goal without development of serious 
toxicity. Our practice is usually to administer to 
the undigitalized patient an arbitrary dose of 
digitoxin (usually 1.2 mg.) with 0.3 to 0.4 mg. 
increments every four to six hours until the 
arrhythmia reverts or mild toxicity ensues. We 
start treatment with ouabain (0.3 to 0.4 mg. 
initially, followed by 0.1 mg. every hour to a total 
dose of 0.7 to 0.8 mg.) if the patient is critically 
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ill, and then redigitalize during the first 24 to 36 
hours with digitoxin. Digitoxin is then given by 
the cumulative dosage technique described. 

If atrial fibrillation appears during cumulative 
therapy and evidence of digitalis toxicity is 
absent, the digitalis is not discontinued in the 
hope that normal sinus rhythm will appear. Too 
often one is greeted by the reappearance of atrial 
flutter. With the continuance of digitalis at lower 
maintenance levels (0.1 to 0.2 mg. digitoxin 
daily), reversion to normal sinus rhythm has been 
accomplished in 52 per cent of the patients. 
Seventeen per cent of the patients treated re- 
verted to normal sinus rhythm after a transient 
period of atrial fibrillation was recorded (Table 3). 
The use of rapidly excreted digitalis preparations 
to treat atrial flutter is often met with failure 
because sufficient cumulation cannot be obtained 
predictably in this way. This is the case partic- 
ularly when cumulation must take place over a 
period of a number of days. By using increments 
of longer-acting preparations, one can depend on 
cumulative dosage effects for reversion. 

The exclusive use of digitalis for the primary 
treatment of atrial flutter may not be justified in 
all instances, but our choice of this initial therapy 
was guided mainly by two convictions. First, 
most of our patients had severe heart disease and 
many were in congestive failure. It is to be 
expected that the inotropic effects of digitalis 
would offer a broader therapeutic range in treat- 
ing this kind of patient than would quinidine. 
Second, not only did digitalis adequately slow the 
ventricular rate by increasing the atrioventricular 
block, but the percentage of reversion of atrial 
flutter to normal sinus rhythm compares favor- 
ably with that reported elsewhere for quinidine 
in the treatment of atrial fibrillation. 

Comments should be made on several special 
problems in the management of atrial flutter with 
digitalis. First, it has been emphasized previously 
that unusually large amounts of digitalis are 
necessary and tolerated in the patient with atrial 
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flutter. It is not surprising, therefore, that rever- 
sion to atrial fibrillation or normal sinus rhythm 
occasionally coincides with symptoms of mild 
digitalis intoxication. Obviously the drug must be 
discontinued temporarily when this occurs; it is 
resumed in normal maintenance dosages when 
toxicity has disappeared. Pharmacologic and 
clinical evidence suggests that many other active 
cardiac drugs are contraindicated in instances of 
digitalis intoxication. It appears prudent to dis- 
continue such drugs as quinidine and reserpine 
when rapidly cumulative digitalis dosage sched- 
ules are undertaken. Since it is well established 
that low body potassium stores augment digitalis 
effect, it is important to restore depleted body 
potassium when indicated prior to the use of 
cumulative digitalis dosage for atrial flutter. 

In the small group of patients who remain in 
atrial flutter in the face of large dosages of digi- 
talis (12 per cent in this series) with early evi- 
dence of digitalis intoxication, a special problem 
exists. Such patients usually exhibit a high degree 
of atrioventricular block (even 8-1) with disturb- 
ing bradycardia associated with the slow ven- 
tricular rate. In such instances our practice has 
been to terminate the cumulative dosage schedule 
and allow the atrioventricular block to decrease. 
Following this another trial of cumulative digi- 
talis dosage is attempted, occasionally with suc- 
cess. With a second failure the patient is 


-eontinued on a stable digitalis maintenance suffi- 


cient to maintain a four-to-one atrioventricular 
block, without evidence of digitalis toxicity, and 
quinidine therapy undertaken by the same tech- 
nique used in attempts to convert atrial fibrilla- 
tion to normal sinus rhythm. 

In those patients in whom atrial flutter is con- 
verted to atrial fibrillation and normal sinus 
rhythm does not supervene (36 per cent in this 
series), the subsequent choice of therapy is very 
similar to that used in any patient with atrial 
fibrillation. Most such patients without long- 
standing atrial fibrillation deserve an attempt at 


123 


q | 
j 
| 
: 


Atrial Flutter: 
Its Incidence and Results 


of Therapy with Digitalis 


conversion on quinidine. The technique of quini- 
dine administration for this purpose has been 
described in reports by Sokolow and others. Two 
points should be emphasized in the use of quini- 
dine in this setting. First, it is of great importance 
that digitalis intoxication not be present when 
quinidine therapy is undertaken. Further, it 
should be recalled that quinidine often converts 
atrial fibrillation to atrial flutter, as an interim 
rhythm prior to conversion to normal sinus 
rhythm. This group of patients with recent atrial 
flutter appears to demonstrate this interim 
rhythm during quinidine therapy even more con- 
sistently than other patients with atrial fibrilla- 


‘tion in whom quinidine therapy is attempted for 


conversion. Following successful conversion to 
normal sinus rhythm, quinidine maintenance is 
required for an indefinite period. If heart failure 
is present, the question of concurrent digitalis 
administration is raised. It is best to attempt to 
restrict continued maintenance to one or the 
other of these two drugs; occasionally it may be 
necessary to administer both drugs simultane- 
ously, but always with some concern and caution. 


Summary 


1. One hundred and eighteen cases of atrial 
flutter observed in three and one-half years are 
reported. 

2. Atrial flutter is usually seen in elderly pa- 
tients with heart disease. 

3. Results of primary treatment with digitalis 
are reported. Eighty patients were treated with 
digitalis preparations, and 52 per cent of them 
reverted to normal sinus rhythm during digitalis 
administration; 36 per cent reverted to atrial 
fibrillation and remained in this rhythm; 12 per 
cent remained in atrial flutter. 

4. Large amounts of long-acting digitalis 
preparations are often necessary to effect this 
reversion. 

5. Special considerations in the management of 
this arrhythmia are discussed. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


Status of Fluoridation 

Pe Of that number, 

3 over 35 million, or 
Approximately about 30 per cent, 
118 million people are drinking water 
in the United States with controlled fluoride 
are using water concentrations which 
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In addition, 

about 7 million people 
obtain drinking water 
from community sources 
that naturally contain 
the recommended 
fluoride concentrations. 


(Pub. Health Rep., 74:427, 1959.) 
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a Information Please 


Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities in appropriate fields of therapy and diagnosis. 


Bitter Taste in Mouth 


Q. What are the causes of a “bitter, acid’’ taste in 
the mouth of an elderly patient and what can 
be done to treat it? 


A. It is difficult to be certain of the cause of the 
so-called “bitter, acid” taste in the mouth of 
elderly persons. Regurgitation of gastric juice 
and bile may impart this sensation; however, 
symptoms of frequent gaseous eructation and/or 
heartburn should be present. In lieu of these 
findings, distortion of taste in elderly persons 
is most frequently related to xerostomia and 
coating of the tongue. In some patients the re- 
sulting oral sensation is interpreted as an “‘acid”’ 
taste. Treatment should consist of reassurance, 
attention to good oral hygiene and dental care, 
proper hydration and frequent cleansing of the 
coated tongue with a toothbrush. 


Treatment of Tuberculosis of the Spine 


Q. Please inform me of any new developments in 
the treatment of Pott’s disease (tuberculosis of 
the spine). 


A. If tuberculosis of the spine is diagnosed early 
after onset of the disease and before extensive 
destruction of bone with deformity of the spine, 
it should be treated with various drugs known to 
be effective in the cure of tuberculous infections. 
Most orthopedic surgeons believe that at least 
three different drugs and antibiotics should be 
used simultaneously in dealing effectively with 
this infection: (1) streptomycin, (2) isonicotinic 
acid and (8) para-aminosalicylic acid (PAS). 

If the tuberculosis process is advanced and 
there has been considerable destruction of bone, 
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surgery is necessary to assure a satisfactory re- 
sult. The surgery should be preceded by at least 
one to two weeks of medicinal therapy with the 
streptomycin, isonicotinic acid and PAS. If the 
destruction of vertebral bodies is minimal, one 
of the standard types of spinal fusions should be 
carried out. The procedure most often preferred 
is a combination of the Hibbs type of fusion with 
autogenous tibial bone grafts. The fusion should 
include two healthy vertebral segments proximal 
to, and two healthy vertebral segments distal to, 
the infected vertebral bodies. 

Within the last few years, in areas where 
tuberculosis of the bones and joints is still a 
common infection (such as Japan, Hong Kong 
and a few sections of Europe), surgeons have been 
very successful, under the protection of an “anti- 
biotic tuberculosis umbrella,” in approaching the 
spine anterolaterally and thoroughly excising the 
diseased vertebral bodies. These are then re- 
placed with either tibial bone or rib grafts. This 
procedure appears to greatly shorten the healing 
period and to yield more satisfactory results. 


Labor After Presacral Neurectomy 


‘Q. What type of labor pains may one expect in a 


pregnant woman who previously has undergone 
a presacral neurectomy? 


A. In general, it seems that labor is probably 
shortened by presacral neurectomy and is less 
distressing in the first stage. The second stage of 
labor is unaffected. 

Pregnancy in women who had undergone 
Richer’s operation (bilateral section of the erector 
nerves and section of the posterior portion of the 
hypogastric plexus at the point where the hypo- 
gastric nerve enters the ganglion) was reported 
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by Magnin in three cases (two personal). Less 
pain occurred in the dilatation stage, normal con- 
tractions and pain in the expulsion period and 
no abnormalities in the post-partum period. 

Anselmino and Plaskuda reported observa- 
tions of nine births and one miscarriage in women 
who had undergone resection of the presacral 
nerve or of the hypogastric and pelvic nerves. 
Contractions were not impaired, while pain was 
mitigated or abolished in all but one case. 

Dumont observed that, of all deliveries (104) 
after successful resection of the presacral nerve, 
70 per cent were done with reduced pain, in con- 
trast to 37 per cent in a control series. Contrary 
to expectation, pain was reduced in 77 per cent 
of deliveries among the primiparas and in only 
62.6 per cent among the multiparas. It has been 
shown that reduction of pain in labor is caused 
by the presacral nerve resection to the exclusion 
of any associated procedures. 


Early Removal of Cataracts 


Q. In the modern treatment of senile cataract, is 
early removal a desirable procedure or is it 
necessary to await “ripening’’? 


A. Because it has been approximately 30 years 
since the first intracapsular extraction of cata- 
racts was performed, this method can hardly still 
be called a “modern treatment.” Its success, 
compared with the older method of extracapsu- 
lar extraction, has been so marked that no oph- 
thalmic surgeon uses the extracapsular procedure 
except in those relatively few cases where the 
intracapsular method is contraindicated. 

The old method of extracting the cataract in 
its capsule necessitated “‘ripening’”’ of the cata- 
ract; that is, the whole lens had to become cata- 
ractous before the capsule could be cut and the 
opaque lens material removed from the eye. If 
the cataract was operated on by this method 
before the whole lens became involved, some 
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clear lens was inevitably left behind and later 
became opaque. This result either militated 
against the effects of the operation or necessi- 
tated subsequent surgery. The present method 
of extracting the lens in its capsule, therefore, 
removes the whole lens, regardless of how much 
of it is opaque, leaving no chance for the later 
opacification of lens material left behind. 

Since it is easier to grasp the lens capsule and 
remove the lens as a whole before the cataract 
becomes mature, early removal of the cataract is 
now desirable. The chief factor in deciding the 
time best suited for the extraction of a cataract 
is the patient’s visual acuity, both in the eye 
affected with the cataract and in the other eye. 
From a mechanical point of view it is now possi- 
ble to remove a cataract even in its incipiency. 
The patient, however, has little to gain by the 
operation until the opposite eye shows signs of 
opacification. This is because one cannot use an 
eye which has been operated on for cataract 
together with an eye which has not been operated 
on, unless a contact lens is worn on the former. 
Since relatively few persons wish to go to the 
trouble of using a contact glass, ophthalmologists 
generally wait before advising intracapsular 
cataract extraction until the better eye begins to 
show cataractous changes and loss of vision. 


Cause of Epidemic Pleurodynia 


Q. What type of virus is responsible for epidemic 
pleurodynia? What is the treatment? Are 
vaccines of any value? 


A. Epidemic pleurodynia is due to one of the 
viruses belonging to the Coxsackie group. Mem- 
bers of this group are also responsible for upper 
respiratory infection and lymphocytic, or asep- 
tic, meningitis. Coxsackie viruses cause a number 
of bizarre clinical manifestations. There is no 
specific treatment and vaccine is not available at 
this time. 
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Stress and Atherosclerosis 


(American Association of Pathologists and Bac- 
teriologists, Memphis, April 27) Rats fed normal 
diets developed atherosclerosis when subjected to 
conditions simulating stress—such as removal of 
a kidney, and injection of pituitary-adrenal hor- 
mone secretions produced under stress. The earli- 
est changes in the arterial walls were due not to 
accumulation of fats, but to deposits of muco- 
polysaccharides. Later, elastic tissue began to lose 
resiliency, still later, calcium or lime salts were 
deposited, with fats entering the picture later.— 
Drs. BERNARD WEXLER, GEORGE W. KITTINGER 
and BENJAMIN MILLER, May Institute for Medical 
Research, Cincinnati. 


Deaths from Insecticide 

(Ibid., April 26) Four deaths are attributed to 
Parathion organophosphorus poisoning. Increas- 
ing use of organophosphorus insecticide has led 
to occasional accidental and suicidal poisoning of 
humans.—CapPT. S. I. ZAcKs and Cou. JOE M. 
BLUMBERG, MC, Armed Forces Institute of Pa- 
thology, Washington, D.C. 


Research Pairs 


(American Federation for Clinical Research, At- 
lantic City, May 1) A COMPARISON of apparently 
similar groups of young business executives—in 
incomes, living standards, responsibilities and 
working conditions—found that those who began 
careers immediately after high school had more 
chronic illness and more precoronary symptoms 
than the men who went from college to junior 
executive positions. The study illustrates the 
complexity of pairing any personal attributes 
with specific diseases.—Drs. WILLIAM N. CHRIS- 
TENSON and LAWRENCE E. HINKLE, JR., New 
York Hospital-Cornell Medical Center. 
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Hypertension Research 

(Public Health Service announcement, Washing- 
ton, April 21) A THREE-YEAR study is beginning 
in five public health service hospitals to test effec- 
tiveness of various drugs in treatment of essen- 
tial hypertension. Three hundred outpatients 
under the age of 70 will participate at hospitals at 
Staten Island, N.Y., Baltimore, Norfolk, New 
Orleans and San Francisco.—SURGEON GENERAL 
LeRoy H. BURNEY. 


Autoimmune Diseases 


(Association of American Physicians, Atlantic 
City, May 3) THE ANTICANCER drugs, 6-mercap- 
topurine and thioguanine, in initial trials have 
produced encouraging results in 14 patients with 
either hemolytic anemia or systemic lupus ery- 
thematosus. The rationale was that the drugs 
could benefit by depressing the antibody defense 
system which appears to be abnormal with con- 
tinuous proliferation of cells in these auto- 
immune diseases—DR. WILLIAM DAMESHEK, 
Boston. 


Triple Punch 
(American Association for Cancer Research, Chi- 


cago, April 8) CHEMOTHERAPY combining three 


types of anticancerdrugs has produced marked 
improvement in some men with widespread 
testicular cancers. Twenty-three men were treat- 
ed with alkylating agents, antimetabolites and 
antibiotics; seven had good responses and five 
partial responses. The most effective combina- 
tion appeared to be chlorambucil, amethopterin 
and actinomycin D.—Drs. MIN C. LI, W. F. 
WHITMORE, JR., ROBERT GOLBEY and HARRY 
GRABSTALD, Sloan-Kettering Institute and Memo- 
rial Center for Cancer and Allied Diseases, New 
York. 
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Exercise “Hormone” 


(Federation of American Societies for Experimental 
Biology, Chicago, April 12) MUSCULAR contrac- 
tions produce a substance which resembles in- 
sulin in its activity. Injection of lymphatic fluid 
from muscles of working animals into the blood 
stream of resting animals accelerated their sugar 
intake, as though they also had been exercising. 
Efforts are being made to isolate the substance, 
which might be useful in supplementing insulin 
in managing difficult cases of diabetes.—Dr. 
MAURICE GOLDSTEIN, Michael Reese Hospital 
and Medical Center, Chicago. 


Fatigue and Tumors 


(Ibid., April 12) TUMOR growth was compared in 
rats vigorously exercised and fatigued as against 
animals restrained in small cages. “In all in- 
stances the weight of the tumors of the controls 
exceeded considerably and significantly that of 
the exercised rats; in several instances there was 
complete tumor regression of the exercised ani- 
mals.”—Drs. S. HOFFMAN, K.E. PASCHKI and 
A. CANTAROW, Jefferson Medical College, Phila- 
delphia. 


Antibiotics and Radiation 


(Ibid., April 15) THERE are reasons to think con- 


tinuous administration of antibiotics may pro- 
long life following exposure to radiation, which 
may weaken resistance to infection. In experi- 
ments with mice, those fed Aureomycin® continu- 


ously fared better than untreated mice given sub- 
lethal doses of radiation—Dr. W.H. LINKEN- 
HEIMER and H. BERGER, Lederle Laboratories, 
Pearl River, N.Y. 


Pharmacopeia of Exercise 

(American College of Sports Medicine, Miami 
Beach, April 23) “There is no cardiovascular con- 
dition where some form of exercise is not helpful.” 
Naturally, the prescription must be carefully tai- 
lored to the individual, but it is time to begin pre- 
paring a general pharmacopeia of exercise for 
heart conditions. Examples: In coronary disease, 
“patients do better if allowed at least some ac- 
tivity, almost from the beginning, after an at- 
tack.” In angina, “the patient taking regular 
exercise as prescribed is less liable to develop 
coronary heart attack.”—Dr. Louis F. BIsHop, 
New York City cardiologist. 


Age and Strenuous Sports 


(Ibid., April 23) ELECTROCARDIOGRAMS were 
taken on 27 men, aged 60 to 81, before and after 
they played singles matches in tennis tourna- 
ments. The findings add to evidence that a nor- 
mal heart is not harmed by strenuous exercise, 
engaged in regularly, in the person accustomed 
to it. One player had an irregular heartbeat, 
which was worsened by his participation, but at 
last account still was playing in his own home 
state, and had not been in to see his own phy- 
sician.—Dr. E. STERLING NICHOL, Miami Beach 


cardiologist. 
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Soviet Statistics 


THE SOVIET UNION frequently makes the claim 
that its mortality is the lowest in the world, 
whereas in the past it has been very high. This 
statement is on the basis of crude death rates 
which are currently reported at a relatively low 
level—for 1956, some 20 per cent lower than the 
United States. The Soviet Union has also re- 
ported figures for the expectation of life at birth, 
which for 1956, is four years less than in the 
United States. 

Myers analyzes these Soviet vital statistics 
and concludes that the standardized death rate 
(corrected for age of the population) is actually 
25 per cent higher in the aggregate in the Soviet 
Union as compared to that of the United States. 
(Publ. Health Rep., 74:975, 1959.) 


Mechanism of Ventricular Fibrillation 


A SERIES of 246 dogs were studied by Gordon 
and Jones as to the mechanisms and influencing 
factors in producing ventricular fibrillation or 
cardiac arrest. 

Nembutal was used as anesthesia following 
endotracheal intubation, the heart was moni- 
tored by EKG lead II and femoral arterial pres- 
sure was measured directly. Intravenous injec- 
tions, when done, were through the femoral vein 
and blood samples drawn from the carotid artery. 
Studies were done with injection of potassium 
chloride alone and blood levels and speed of ac- 
cumulation noted as to when cardiac arrest or 
ventricular fibrillation was produced. Potassium 
blood levels were determined during chronic and 
acute anoxia, epinephrine injection, hemorrhage 
and administration of varied anesthetic agents. 
Careful notations as to relative incidence of 
arrest or fibrillation in each series were recorded. 

Hemorrhage, stress, anoxia, hypercarbia and 
anesthesia are capable of causing elevations of 
potassium in themselves. The sympathetic nerv- 
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ous system and/or the adrenals via neurologic 
mechanisms liberate the potassium-hexose-phos- 
phate complex from the liver. This mechanism, 
when acting rapidly, causes a high electrical po- 
tential across the myocardial cell membrane and 
ventricular fibrillation results. If the potassium 
level becomes very high the myocardium be- 
comes depolarized and cardiac arrest results. Re- 
sults show that cardiac arrest is often preceded 
by bradycardia and is often a manifestation of 
anoxia. Fibrillation seems to result from sudden 
and profound tonic imbalance. (J. Thoracic and 
Cardiovasc. Surg., 38:618, 1959.) 


Eosinophilic Granuloma 


DESA describes the occurrence of an eosinophilic 
granuloma in the temporal bone of a 7-year-old 
boy. The patient presented because of pain be- 
hind the right ear with a tender swelling in the 
right mastoid region. X-rays revealed large 
punched-out areas in the squamous and mastoid 
regions. Surgery revealed a destructive lesion 
which on biopsy was an eosinophilic granuloma. 
Radiation therapy was begun after surgery and 
the results were entirely satisfactory. 
Eosinophilic granuloma is a locally destructive 
lesion. When it involves the temporal bone there 
is usually pain and a discharge from the ear. 
There may be friable granulation tissue occluding 


the external auditory meatus. The outstanding 


feature histologically is the appearance of a large 
number of histiocytes and eosinophils. As the 
lesions progress the histiocytes become infiltrated 
with lipid and take on a foamy appearance. Later 
stages are characterized by a tendency to heal by 
fibrosis and even ossification. The eosinophilic 
granuloma differs from other types of histiocy- 
toses in that it is usually a solitary osteolytic 
lesion with a tendency to affect the skull bones. 
Other sites of involvement have been found in 
the ribs, pelvis and calvarium. (AMA Arch. 
Otolar., 70:593, 1959.) 
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Graphodiagnosis 


ELIASBERG utilized the handwriting sample, ob- 
tained in controlled conditions, as an important 
diagnostic aid in the selection of patients with 
Parkinsonism who may benefit from surgery. A 
period of three minutes of befriending the patient 
precedes the taking of the handwriting sample. 
Voluntary muscles respond to the befriending 
period by diminished tremor. The postural mus- 
cles, on the other hand, do not respond to psy- 
chologic factors but to fatigue, with the result 
that rigidity increases. Routine checking of hand- 
writing may also be used to verify progress and 
treatment with various drugs used in Parkin- 
sonism. (Geriatrics, 14:705, 1959.) 


Sanitary Engineers 

A SANITARY engineer exists essentially to help 
clean up the environment. His job is not an easy 
one. As industrialization has progressed there has 
been ever increasing pollution of urban air and 
water. Similarly, and most recently and dra- 
matically with regard to cranberries and amino- 
triazole, there are real problems in the produc- 
tion and distribution of food. What sort of person 
is this sanitary engineer who frequently is asked 
to deal with such old and new threats to the 
health of the public? 

A report on sanitary engineering manpower by 
the Public Health Service offers a valuable group 
picture of the American sanitary engineer in 
1956 and 1957. It estimates that there are 6,000 
sanitary engineers in the United States. The 
great majority have been trained as civil en- 
gineers. There are relatively few chemical en- 
gineers. 

Almost two-thirds of the 4,000 respondents to 
the survey state that the fields of water supply, 
waste treatment and control of water pollution 
were their primary areas of academic specializa- 
tion or professional experience. On the other 
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hand, only 1 per cent and one-half of 1 per cent 
claim major specialization in engineering con- 
cerned with air pollution and radiologic health, 
respectively. 

This report would seem to present a challenge 
to the public health and engineering professions 
of this country. (Sanitary Engineering Manpower, 
PHS Publ. No. 703, U. S. Gov’t Print. Off., 
Wash., D.C.) 

Uricosuric Anticoagulants 

THOMPSON and his colleagues have examined the 
interesting problem of uricosuric effects produced 
by anticoagulant drugs. In recent years, Tromex- 
an and Dicumarol have been reported to be urico- 
suric. In the present studies, the uricosuric ef- 
fects of a single oral dose of four short-acting 
anticoagulant drugs were studied in comparison 
with probenecid. The drugs under study were 
Tromexan, Sintrom, Hedulin, Miradon and 
probenecid. The doses used for the anticoagulant 
drugs produced approximately equal lowering of 
the prothrombin activity to between 40 and 50 
per cent. Thus, in this respect, they were ad- 
ministered in pharmacologically equivalent 
amounts. 

The effects of each drug on uric acid excretion 
was compared against the response to probene- 
cid. Tromexan produced a uricosuric effect ap- 
proximating that of probenecid. Hedulin also was 
uricosuric although to a lesser degree. Both drugs 
were capable of depressing serum rate levels. 
Miradon and Sintrom were without demonstrable 
uricosuric effect. Clinical studies are presently 
underway on the long-term treatment of patients 
suffering intravascular thromboses who also 
have tophaceous gout. Although a definite uri- 
cosuric effect can be noticed at the initiation of 
anticoagulant therapy, this effect is not well 
maintained with maintenance doses of anti- 
coagulant adequate to alter the blood clotting 
mechanism. (Arthrit. and Rheumat., 2:383, 1959.) 
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“Stiff-Man” Syndrome 


THIS SYNDROME, now described in 19 patients, is 
characterized by the insidious onset of progressive 
rigidity of skeletal muscle with variable episodes 
of muscular spasm. The most striking feature is 
the boardlike rigidity of the involved muscle. 
Prolonged muscle spasm is a common but not in- 
variable accompaniment. Whelan and colleagues 
present a case and discuss the differential diag- 
nosis of conversion hysteria, neurologic disease 
and fibromyositis. They conclude that this is a 
distinct syndrome with some evidence of an 
underlying metabolic defect. (Am. J. Med., 
27:678, 1959.) 


Acute Inferior Mesenteric — 
Vascular Occlusion 


FOURTEEN verified cases of acute inferior mesen- 
teric vascular occlusions seen at the Los Angeles 
County Hospital during the last eight years are 
reviewed. The average age is 65. Only 2 to 3 per 
cent of the mesenteric vascular occlusions involve 
the inferior mesenteric vessels. Eleven of the 14 
cases were arterial thrombosis. Two were venous 
thrombosis and one involved both vessels. Throm- 
bosis occurred in four patients four to 14 days 
postsurgery. Cardiovascular disease was present 
in almost all patients. 

The clinical features are sudden acute lower 
abdominal pain. There may be rigidity or gen- 
eralized signs if perforation occurs with ensuing 
shock. A bloody rectal discharge is common 
(92.3 per cent). There is a leukocytosis and a 
bloody peritoneal tap. Sigmoidoscopy reveals 
ischemic changes in the involved bowel mucosa. 

Treatment should include blood and antibiotics 
with wide obstructive resection of colon to a 
viable area of sigmoid or rectosigmoid. The 
colostomy may be closed at a later date. The 
mortality is high due to delay in diagnosis. (Am. 
J. Surg., 98:271, 1959.) 
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Homosexual 
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IT HAS been a popular 
observation that male 
homosexuals may have 
a body-build with fe- 
male characteristics. 
Coppen compared sev- 
eral indices of bone 
structure and body fat 
in 31 male homosexuals 
to the measurements of 
a control group and the 
findings in heterosexual 
psychiatric disorders. 
The conclusion of the 
study was that homo- 
sexuals have a body-build similar to that found 
in patients with other psychiatric disorders and 
that it could not be specifically related to their 
sexual abnormality. (Brit. M. J., 2:1448, 1959.) 


Fetal Death and Anticoagulant Therapy 


EPSTEIN presents three cases of antepartum fetal 
death associated with the use of an anticoagulant 
in the treatment of antepartum pulmonary em- 
bolism. All three patients were in the twenty- 
seventh to thirtieth week of pregnancy at the 


‘time of hospitalization. In no patient did the 


prothrombin time ever reach unusually high 
levels. The average time was about 25 to 30 
seconds, or approximately twice the control time. 
Autopsy examinations of the dead fetuses failed 
to show any allergic complications. However, the 
author believes that the intrauterine deaths were 
more than coincidental and he suggests a cause 
and effect relationship between the antico- 
agulant therapy and the deaths. The average 
time that elapsed between the start of the anti- 
coagulant therapy and the fetal deaths was about 
five weeks. (J. Mt. Sinai Hosp., 26:562, 1959.) 
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Xanthelasmas 


THE DEPOSIT of a yellow lipid material at the 
nasal margin of the upper eyelid is known as a 
xanthelasma. It is the most common form of cu- 
taneous xanthoma and is considered an important 
indicator of underlying lipid disturbances and 
coronary heart disease. 

Vacca and associates analyzed 51 consecutive 
cases of xanthelasma encountered in less than 
two years in a general hospital. There were 35 
females and 16 males studied. The females were 
generally overweight (38 per cent were more than 
40 lb. overweight) while only 6 per cent of the 
males were this much enlarged. Seventy-three 
per cent of the entire group had a serum choles- 
terol level greater than 300 mg. per cent. There 
was evidence of coronary artery disease present 
in 69 per cent of the males and 48 per cent of the 
females. A family history of either xanthoma or 
vascular disease was obtained in only a minority 
of the individuals. (Ann. Int. Med., 51:1019, 
1959.) 


Lidocaine in the Treatment 
of Gastrointestinal Diseases 
RIDER and Puletti discuss the use of orally ad- 
ministered topical anesthetics in the treatment 
of various gastrointestinal disorders. Lidocaine 
is a synthetic anesthetic which may be used for 
surface as well as subcutaneous anesthesia. Its 
anesthetic potency is about twice that of pro- 
caine, hence it need not be used in more than 
half of the concentration required of procaine for 
similar purposes. Its action is more rapid and of 
longer duration than that of procaine. Side reac- 
tions are rare although nausea, vomiting, mus- 
cular twitching and chills have been reported 
following overdosage. 
The present study included 54 patients ranging 
in age from 15 to 80 years. The diagnoses in these 
groups included hiatus hernia, postgastrectomy 
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dumping syndrome, peptic ulcer, achalasia, 
gastritis and functional gastrointestinal disturb- 
ances. All patients suffered from such symptoms 
as nausea, vomiting, epigastric burning and post- 
prandial pyrosis. Conventional therapy had 
failed to relieve them. Lidocaine hydrochloride 
was administered as a 2 per cent aqueous solu- 
tion adjusted to a viscous consistency with car- 
boxy-methylcellulose (214 per cent). The solution 
was taken orally in doses of 4 to 30 ml. usually 
before meals. Treatment periods ranged from 
four days to two years. Controlled studies were 
attempted by using a placebo solution given to 
approximately one-third of the patients. How- 
ever, the absence of numbness of the tongue or 
mouth revealed the identity of the placebo to the 
patients. Since they were not told that one of the 
preparations was a control solution, the patients 
had no way of anticipating the results from the 
placebo medication. In any event, the therapeu- 
tic results were in no case as good with the place- 
bo solution as with the lidocaine. 

The results of treatment were evaluated by the 
appearance of subjective relief of symptoms. In 
the hiatal hernia group (24 patients) there was an 
excellent response in about half the cases. The 
remainder ranged from good to poor. In the func- 
tional gastrointestinal disturbances (11 patients) 
the results were excellent in four cases and good 
to poor in the remainder. In the postgastrectomy 
dumping syndrome (seven patients) the results 
were excellent in three and good to poor in four. 
In peptic ulcer (five patients) treatment with 
lidocaine gave excellent results in one case, fair in 
three and poor in one. Side effects in the group as 
a whole were mild and included slight blurring 
of vision, burning of the throat, temporary dizzi- 
ness, unpleasant taste and numbness of the 
tongue. 

Over-all results in 54 patients showed prompt 
and complete relief of symptoms in 24, a good 
response in eight, slight improvement in 11 and 
no relief in 11. The action of lidocaine appeared 
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directly related to its local anesthetic properties. 
This effect is enhanced by use of a viscous prep- 
aration instead of an aqueous solution, prolong- 
ing the contact time between anesthetic and 
mucosa. (Am. J. Digest. Dis., 4:822, 1959.) 


Anterior Tibial Syndrome 

THE ANTERIOR space is a compartment enclosed 
by the tibia, the fibula, the interosseous mem- 
brane and the overlying fascia. These rigid 
bounds enclose the tibialis anterior, extensor 
hallucis longus, extensor digitorum longus and 
the anterior tibial artery, vein and nerve. The 
volume of the compartment is relatively fixed by 
the rigidity of its walls, and increase in size of its 
contents will result in a uniform pressure increase. 

Edema and microscopic hemorrhages increase 
muscle volume after severe exertion of muscles. 
When this occurs in the anterior tibial muscle 
group, the increased muscle volume results in a 
rise in pressure in the anterior tibial space and 
may lead to compression of the artery, and oblit- 
eration of the blood supply. When thrombosis or 
embolism of the artery of the compartment 
causes infarction and muscle swelling, the pres- 
’ sure rise may be great enough toclose down collat- 
eral flow. Similar pressure rises with the same 
result, i.e., muscle necrosis secondary to ischemia, 
may result from the effusion due to trauma or 
from infiltration into the compartment from a 
poorly placed needle in the anterior tibial vein. 

The syndrome, according to Freedman and 
Knowles, consists of the sudden onset of pain in 
the anterior tibial compartment with swollen, 
hard, tender muscles and paralysis with foot 
drop. Pathologically there is ischemic necrosis of 
the anterior tibial muscle and usually of the long 
extensors. Within several hours a reddish purple 
discoloration appears in the skin overlying the 
muscle bellies and the dorsal pedal pulse becomes 
unobtainable for several days or longer. During 
the next one to three weeks pain and tenderness 
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subside; however, persistent induration, fibrous 
replacement of necrotic muscle and continued 
paralysis may be the end result. 

When the syndrome is due to increased pressure, 
decompression with a long incision dividing the 
deep fascia over the muscle is the treatment of 
choice. (Brit. M. J., 5147:270, 1959.) 


Treatment of Mumps Orchitis 


THERE HAVE BEEN CONFLICTING REPORTS about 
the value of adrenal cortical steroids in the treat- 
ment of mumps orchitis. In an effort to settle 
the problem, Mongan conducted a prospective 
double-blind study in 30 consecutive patients with 
mumps orchitis. All patients received standard 
symptomatic therapy. In ten of the patients this 
was the only treatment. The remaining 20 pa- 
tients received 10 mg. q.i.d. of either prednisone 
or thiamine hydrochloride. The author who acted 
as observer of all cases was unaware of the type 
of treatment they were receiving as were the 
patients. The results, as shown in the chart below, 
indicate that prednisone does not influence the 
course of mumps orchitis. (Am. J. M. Sc., 237: 
749, 1959.) 


DIAGRAM SHOWING LACK OF EFFECT 
OF DRUG TREATMENT (THIAMINE, PREDNISONE) 


10 - Symptomatic 
treatment 


Thiamine 
treatment 
Prednisone 
treatment 


= 
: 
4 
2 
: Duration of fever Duration of hospitalization 
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Aged Inheritance 


HICKLER and associates report the detailed 
physiologic evaluation of 20 geriatric clinic pa- 
tients. When subjects with pronounced hearing 
loss and those with normal hearing were com- 
pared, a striking tendency was found in the 
former to comparatively severe systolic hyper- 
tension, lower I.Q., diminished vital capacity and 
limited pulse rise on tilting upright. Chronologic 
age was greater in the deaf group, but this could 
not account for the magnitude of differences 
encountered within the relatively narrow age 
range of the study. The authors believe that con- 
stitutional endowment is an important deter- 
minant in the occurrence and severity of some of 
the features of the ‘‘aging process.”” (Ann. Int. 
Med., 51:1335, 1959.) 


Nephrotomography 


A RENAL mass usually is explored to determine its 
nature. However, other factors such as poor sur- 
gical risk, may make an attempt at differential 
diagnosis worth while. Chynn and Evans have re- 
viewed the results of nephrotomography in 500 
cases where previous pyclography had shown a 
space-occupying mass. Hypaque (R) is injected 
rapidly in an antecubital vein and films are taken 
during the phase when the contrast medium is in 
the renal arterial tree, as well as tomograms dur- 


Renal cyst Renal carcinoma 
Arterial phase Lack of vascularity Irregular vessels in 
in area of lesion area of lesion so-called 
“puddling” 
Nephrotomogram Sharply defined, Equal or increased 
marginated radio- density of mass 


lucent appearance 
in area of lesion 
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ing the parenchymal phase. The x-ray appear- 
ance of both phases often permits a clear-cut 
differentiation between cyst and neoplasm (see 
table at lower left). 

The authors claim an accuracy of 94 to 95 per 
cent in diagnosing renal cyst versus renal car- 
cinoma. This technique should be helpful in 
reaching a decision of whether or not to explore 
a patient. (J. Urol., 83:21, 1959.) 


Recent Increase in Polio 


THE INCIDENCE of poliomyelitis, particularly of 
the paralytic type, has increased sharply this 
year. Approximately 6,400 cases of the disease 
were reported in the United States through Oc- 
tober 3. This is three-fifths more than the total 
reported a year ago. Especially marked has been 
the rise in paralytic cases, which totaled about 
4,000 so far this year, or more than double the 
comparable figure for 1958. 

In the years immediately after the introduc- 
tion of the Salk vaccine in 1955, the incidence 
of paralytic poliomyelitis in the United States 
dropped precipitously. From 13,887 such cases 
reported in the full year 1955, the number fell to 
7,918 in 1956 and to 2,502 in 1957. However, the 
number increased in 1958 and again this year. 
The number of paralytic cases reported through 
October 3 of the current year exceeds the total 
for all of 1958. Nevertheless, 1959 will unques- 
tionably show a figure far below that for 1955. 

The failure of large segments of our population 
to avail themselves of the vaccine has undoubt- 
edly been a factor in the recent rise in poliomyeli- 
tis cases. According to estimates by the National 
Foundation, nearly five million children under 
5 years of age—about one out of every four at 
these ages—have received no vaccine. The rec- 
ommended three or more doses of the vaccine 
were received by only about one-half of this pre- 
school-age population. In the adult population, 
the proportion vaccinated is much lower. Of the 
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people at ages 20 to 30, for example, two-thirds 
have received fewer than three doses and some- 
what over one-half have had no vaccine at all. 
For the entire population under age 40—the 
segment most susceptible to poliomyelitis— 
nearly half have received fewer than the recom- 
mended three doses, and about one-third have 
had no vaccine at all. (Stat. Bull. Metr. Life Ins. 
Co., 40:1, 1959.) 


Progressive Patient Care 


REEVES discusses the application of the “pro- 
gressive patient care’’ concept of tailored health 
service needs as it applies to a Department of 
Radiology. The program calls for the location of 
radiologic facilities in the center of patient dis- 
tribution and with particular reference to those 
services, such as orthopedic surgery and urology, 
which have particular need of radiologic consulta- 
tion. Health costs are measured also in time 
wasted by those who care for all needs of the pa- 
tients. New hospitals are concerned with the 
most practical location of patients and services. 
The Department of Radiology is no exception. 
(Radiology, 73:779, 1959.) 


Arteriogram for Bone Cancer 


STRICKLAND demonstrates the use of arteriog- 
raphy in the differential diagnosis of bone tu- 
mors. The great majority of primary malignant 
bone tumors show arteriographic evidence of 
malignancy. This evidence is of a disordered 
vasculature with arteriovenous communications. 
A normal arteriogram was present in only two of 
33 primary bone tumors which were later shown 
to be cancer by histologic evidence. The author 
also recommends the use of arteriography in 
defining the extent of a lesion both within and 
without the bone prior to embarking upon deep 
x-ray therapy or surgery. (Brit. J. Radiol., 
32:705, 1959.) 
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Larynx Cancer 


THERE is no cancer which causes such discussion 
and dissension as to its treatment any more fre- 
quently than does cancer of the larynx. This is 
partly because different observers will have hon- 
est differences about the extent of the presenting 
lesion. Schall outlines the therapy of larynx can- 
cer and illustrates (see accompanying anatomic 
figures) the types of lesions which are amenable 
to treatment by either limited surgery or irradia- 
tion. Those lesions which show any cord fixation 


or any further extension should not be treated by 


x-ray but should be referred to a competent sur- 
geon without taking of a biopsy unless the sur- 
geon who is to take the responsibility for removal 
of the lesion has a chance to see the case prior to 
its disturbance by biopsy. (Am. J. Roentg., 83:6, 
1960.) 


Lens Surgery in Marfan’s Syndrome 


KRAVITz has recently discussed the problem of 
eye surgery in Marfan’s disease. The principal 
visual problems presented in such patients has 


135 


| 
| 
| = 
a 


to do with dislocation of the lens and the resulting 
visual impairment. 

The prevailing concept has been that surgical 
intervention in this disorder is contraindicated 
unless absolutely necessary. The author disagrees 
‘with this and presents his experiences in four 
cases of Marfan’s syndrome. These patients all 
had dislocation of the lens and the operation 
performed in each case was discission. Following 
surgery, corrective lenses were able to correct the 
vision to normal or near-normal. 

Discission of the lens may be a fairly traumatic 
procedure and multiple discission may lead to 
loss of vision or even loss of the eye itself. The 
author believes that the complications of this 
surgery may be greatly reduced by changing the 
technique in accordance with his suggestions. He 
points out that a dislocated and freely movable 
lens must, over a period of time, cause irritation 
and some reaction within the vitreous and pos- 
sibly in the choroid and retina. If surgery in Mar- 
fan’s syndrome is delayed until serious complica- 
tions have developed, the results are likely to be 
poor. Kravitz, therefore, pleads for early discis- 
sion in Marfan’s syndrome when the dislocated 
lens is causing visual difficulties. (AMA Arch. 
Ophth., 62:764, 1959.) 


Bilateral Mastectomy 
for Carcinoma of the Breast 


IN 1894 radical mastectomy was defined by 
Halstead, and it was universally accepted as the 
best surgical treatment for carcinoma of the 
breast. The pendulum, however, has been swing- 
ing. On one hand, there are an increasing num- 
ber of physicians who think that total neglect is 
as good as any type of treatment in respect to 
survival rates, while on the other hand, Wangen- 
steen dissects the neck, internal mammary chain 
and mediastinum in addition to performing a 
radical mastectomy. 

Leis makes a plea for the prophylactic removal 
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of the contralateral breast by simple mastectomy 
when the other breast is radically removed 

“After an initial mammary cancer has oc- 
curred, the chance that malignant change will 
take place in the other is more than doubled. The 
incidence of bilateral cancer has varied from 7.5 
per cent to 10 per cent and is significant whether 
it is a new primary or metastatic from the other 
breast. In 100 consecutive autopsy reports of 
females with known cancer of the breast, 21 per 
cent had cancer of the contralateral breast. And 
the percentage of patients would no doubt be 
higher if the cure rate following the initial radical 
mastectomy were better.”’ 

It has been anatomically demonstrated that 
the skin of the two breasts is continuous across 
the midline. ‘“The breasts should be considered as 
an anatomic system, rather than unrelated or- 
gans, because the genetic and hormonal factors 
exist for both. 

“Removing one breast does not remove the 
carcinogenic factors influential in producing the 
first. The removal of a contralateral paired organ 
such as the ovary is a routine procedure when the 
other ovary shows malignant change; yet bilateral 
oophorectomy is certainly a much more disturb- 
ing sexual mutilation than bilateral mastectomy, 
and removal of the contralateral breast, which at 
best can only serve as a questionable badge of 
sexual enhancement and femininity, is not gen- 
erally accepted. 

“Removal of the opposite breast by radical pro- 
cedure adds practically nothing to the postopera- 
tive morbidity or mortality—but adds a great 
deal to the mental and physical comfort of the 
patient. Fear of cancer in the remaining breast is 
removed. Symmetry is established, and the pa- 
tient is no longer forced to wear prosthetic devices 
in a hopeless attempt to match the remaining 
breast. Only a few patients can accept prophylac- 
tic simple mastectomy of the contralateral breast 
at the time of planned radical mastectomy.” 

Education as to the advantages of bilateral 
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mastectomy might possibly provide a means of 
reducing mortality rates. (J. Internat. Coll. Sur- 
geons, 31:329, 1959.) 


Cardiac Physiology in Acute Anemia 


FOWLER and his colleagues have studied the 
physiologic mechanisms that lead to the increased 
cardiac output associated with anemia. These 
authors made measurements of cardiac function 
in anesthetized dogs under the following circum- 
stances: (1) control, (2) oligemia produced by 
bleeding 20 ml. per kg. and (8) oligemic anemia 
produced by further bleeding of 60 ml. per kg., 
with the blood removed replaced by an equal 
volume of isotonic dextran. 

The results of these studies are summarized 
in the diagram at the right. The mean blood 
volumes declined 15 per cent from control fol- 
lowing bleeding and dextran exchange. Mean 
hematocrit was 48 control, 49 oligemia, and 16 
during oligemic anemia. During oligemia, there 
was a consistent fall in right atrial pressure, car- 
diac output, stroke volume and right ventricular 
stroke work. During oligemic anemia, there was 
an increase of cardiac output, stroke volume and 
right ventricular stroke work, but no change in 
right atrial pressure as compared to the oligemic. 
The increase of cardiac output during oligemic 
anemia over control was due almost entirely to 
tachycardia, but the increase over oligemia was 
associated with increased right ventricular stroke 
volume and stroke work. 

These authors emphasize that the cardiac out- 
put of dogs can be increased by acute anemia 
even though blood volume is significantly re- 
duced. The increase of cardiac output, stroke 
volume and right ventricular stroke work ob- 
served in these experiments was not associated 
with an increase of right atrial pressure. Further, 
decrease in blood viscosity was not entirely re- 
sponsible for the increased cardiac output during 
anemia. It is suggested therefore that the in- 
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creased cardiac output of anemia may be asso- 
ciated with increased cardiac contractility. (J. 
Lab. & Clin. Med., 54:816, 1959.) 


Anaphylactic Shock from Penicillin 


LOGUE and Barrett report the case of a non- 
allergic patient who suffered two near-fatal 
anaphylactic shock reactions following intra- 
muscular penicillin injections. The authors em- 
phasize the hazards of penicillin therapy and 
point out the methods of emergency and suppor- 
tive treatment. Extra care should be used in 
patients with an allergic diathesis, for they 
demonstrate an increased incidence of penicillin 
reactions. 

The authors recommend that when penicillin 
is injected it should be given in the lateral 
aspect of the arm and low enough so that a 
tourniquet can be applied if necessary. Patients 
should be watched for at least 20 minutes follow- 
ing the injection, and if an immediate reaction 
occurs, a tourniquet should be applied between 
the site of injection and the heart. Small doses 
of epinephrine, (1:1,000) 0.3 to 0.5 ml., should be 
given at the site of injection. Penicillinase should 
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Chart showing cardiac output measurements in 14 dogs in 
hemorrhage experiments. There was no change in right atrial 
pressure between oligemia and oligemic anemia. 


Control 
Oligemia <001 
1.2 
Oligemic ip <.001 
Anemia 2.8 
T 
Mean cardiac output 1 2 3 
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be given promptly to neutralize circulating peni- 
cillin. Steps to insure an open airway and main- 
tain adequate oxygenation should be taken. 
Levoarterenol should be administered intra- 
venously until blood pressure levels are restored. 
Additional treatment with cortisone and anti- 
histamines can be used when indicated. (Antibiot. 
med., 6:672, 1959.) 


Transaminase Levels 


WRrOBLEWSKI reviews the levels of glutamic- 
oxaloacetic transaminase (GO T) and glutamic- 
pyruvic transaminase (GP T) in the serum in 
various disease states of man. Diagnostically 
significant alterations of these serum enzymes 
have been observed, notably during the course of 
cardiac, hepatic and muscular diseases (see table 
below). These values reflect enzyme changes at 
the intracellular level of the respective tissues. 
Although many diseases are associated with in- 
creased serum transaminases, these are of diag- 
nostic aid when correlated with clinical facts. 
(Am. J. Med., 27:911, 1959.) 


RANGE OF SGOT AND SGPT VALUES 
IN DISEASE STATES (AFTER WROBLEWSKI) 


Disease States SGO T SGP T 
Normal 8-40* 5-35* 
Transmural myocardial 

infarction 50-600 

Subendocardial infarction 20-150 

Viral or serum hepatitis 50-2,500 60-3,500 
Cirrhosis; extrahepatic 

obstruction 50-300 30-300 
Cancer of liver (primary 

or metastatic) 40-250 20-150 
Skeletal muscle trauma 30-500 20-150 
Muscular dystrophy 40-250 20-100 
*Spectrophotometric units 
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Aminoaciduria in Epilepsy 

CHOREMIS and his colleagues of Athens, Greece, 
have discovered an abnormal aminoaciduria in 
which the number of amino acids in the urine 
appeared to be related to the severity of the con- 
vulsions in 13 of 16 children with epilepsy. Con- 
centrations of amino acids in the patients’ sera as 
determined by chromatography techniques were 
normal. This aminoaciduria appeared to be re- 
lated to the severity of muscular contractions 
since it was most evident in those patients with 
grande mal epilepsy and was minimal in those 
patients with petite mal and in one patient with 
statis epilepticus who was in coma but who did 
not have muscular contractions. Aminoaciduria 
decreased as the seizures were controlled and be- 
came normal when they ceased entirely. 

The pathogenesis of this finding remains ob- 
scure. These authors suggest that aminoaciduria 
in cases of epilepsy is related to functional renal 
changes. (J. Pediat., 55:593, 1959.) 


Acute Hemorrhagic Pancreatitis: New 
Concepts in Diagnosis and Management 


LAPAROTOMY is to be avoided in suspected cases 
of acute pancreatitis; on the other hand, physical 
examination, x-rays and laboratory studies may 
fail to establish the diagnosis. To rely on serum 
lipase and serum amylase levels may be hazard- 
ous, since there is absolutely no correlation be- 
tween serum enzyme levels and the severity of 
the pancreatitis. Therefore it is impossible to 
differentiate between acute edematous, acute 
necrotic and acute hemorrhagic pancreatitis. 
Hinton and coworkers believe that the only 
valid technique for establishing the diagnosis of 
acute hemorrhagic pancreatitis is by paracen- 
tesis. A modified procedure with insertion of a 
polyethylene catheter is described in detail. The 
aspirant thus obtained if hemorrhagic and very 
high in amylase (7,000 to 20,000 mg. per cent) is 
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pathognomonic for acute hemorrhagic pancreati- 
tis. Once the diagnosis of acute hemorrhagic pan- 
creatitis is made, the regimen of Levin tube suc- 
tion blood, I.V. fluids, atropine and antibiotics 
is instituted. In addition, propylthiouracil in 
large doses is included in the standard procedure 
in treating acute hemorrhagic pancreatitis. 
Evidence exists that propylthiouracil delays 
necrosis of the pancreas by decreasing the oxygen 
requirements of the gland. Three cases of acute 
hemorrhagic pancreatitis are presented, all treated 
with propylthiouracil in addition to the standard 
routine prescribed for the treatment of acute 
pancreatitis. A total of 7,000 mg. of the drug is 
administered via the Levin tube: 1,000 mg. every 
eight hours for the first day, 1,000 mg. once a day 
for two additional days. The Levin tube is clamped 
off for 90 minutes following the administration of 
the drug. All patients recovered. (West. J. Surg., 
67 :267, 1959.) 


Therapy of Intestinal Amebiasis 


PAROMOMYCIN (Humatin) is an antibacterial 
antibiotic that has high direct activity against 
Endamoeba histolytica in vitro, a therapeutic 
effect in experimental animals and low oral toxi- 
city for both man and animals. These properties 
encouraged Elias and Oliver-Gonzalez to use this 
antibiotic in the therapy of 31 cases of intestinal 
amebiasis. 

Paromomycin proved very effective in treat- 
ment of cyst-passers and of children with diarrhea 
passing trophozites of Endamoeba histolytica. 
The action of the drug was very prompt and 
cysts disappeared within 48 hours in the adults 
treated. Also, in the group of 20 adults observed 
for 90 days, there were no recurrences. 

Although no extensive follow-up studies were 
made in children, the trophozoites disappeared on 
the third day after completion of therapy and 
clinical improvement was also observed. (Anti- 
biot. med., 6:584, 1959.) 
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FREQUENCY OF POSITIVE TRANSAMINASE 
AND LACTIC DEHYDROGENASE TESTS IN 60 
CASES OF ACUTE MYOCARDIAL INFARCTION 


Number of patients with positive tests 


Tests for Myocardial Infarction 


FREEMAN, JACKSON AND COLLIER COMPARED the 
utility of two tests for myocardial infarction— 
the serum glutamic oxalacetic acid transaminase 
and the serum lactic dehydrogenase. The tests 
were done simultaneously on 60 patients between 
12 and 48 hours after the onset of the initial symp- 
toms of acute myocardial infarction. The results, 
shown in the above diagram, indicate that the 
transaminase test is superior if a single test is 
to be used. (Am. J. M. Sc., 237:768, 1959.) 


Tuberculous Meningitis 


VOLJAVEC, Orton and Corpe analyzed a series of 
56 patients with tuberculous meningitis, who re- 
ceived isonazid early in the course of treatment. 
Although isonazid was the major drug in the 
therapy of these patients, all of them received 
streptomycin or PAS or both. In addition to 
antimicrobial therapy, 17 patients received 
corticosteroid hormones and one patient had re- 
ceived corticotropin prior to admission. Their 
results indicate that a number of factors affect 
the prognosis unfavorably. The results were 
poorest in infancy and advanced age, advanced 
stages of meningitis (particularly coma and 
severe focal neurologic signs), duration of the 


disease prior to the initiation of treatment, 


cerebrospinal block, high protein and low sugar 
in cerebrospinal fluid, and negative skin reaction 
to tuberculin in the face of advanced disease. 
Contrary to the findings of some others, the 
colloid value in the cerebrospinal fluid did not 
appear to add much to the prediction of the final 
outcome. 

Treatment with corticosteroid hormones is 
still a procedure of unproven value. The results 
obtained, however, in the treatment of patients 
with moderate or severe meningitis with cortico- 


~~. steroid hormones, suggest that these hormones 
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are a valuable adjunct to the antimicrobials. 
Cerebrospinal block and markedly elevated cere- 
brospinal fluid pressure indicate a special need 
for the use of these hormones. 

In the present series the early treatment, ex- 
cept for the mild stage of the disease, was the 
most important single factor favorably influenc- 
ing prognosis. The mortality rate for the whole 
group was 21 per cent. However, death occurred 
in six of the 15 patients whose therapy was 
started after 14 days of symptoms. In the authors’ 
opinion, any obscure, nonpurulent meningitis 
should be considered tuberculous and treated 
with isonazid and PAS until proved otherwise. 
Any delay in initiating therapy adds an extra 
hazard to the patient’s recovery and may mean 
lifetime handicaps or even death. (Am. Rev. Resp. 
Dis., 80:388, 1959.) 


Lactic Dehydrogenase in Effusions 


TORREGROSA determined the amount of lactic 
dehydrogenase in the sera and effusions of pa- 
tients suffering from various diseases, both be- 
nign and malignant. In 20 patients who had non- 
malignant disorders, the serum lactic dehydro- 
genase value was higher than that of the effusion. 
Among three patients suffering from pulmonary 
tuberculosis with pleural effusion, one had a 
higher value for lactic dehydrogenase in the ef- 
fusion than in the serum. This patient had no 
clinical evidence of a malignancy. In 11 patients 
with various types of malignancy, the fluids in 
every instance yielded a positive cytology. High 
serum values were found in many of the patients. 
However, lactic dehydrogenase values in the 
effusions were higher than the serum values in 
none of 11 patients. 

It is the author’s opinion that comparative 
studies of serum and effusion lactic dehydrogenase 
is of great value in differentiation of benign and 
malignant disease. (Am. J. M. Sc., 238:552, 
1959.) 
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Hiatus Hernia 

THIS paper is a review and evaluation of 200 con- 
secutive cases done from 1951 to 1956 by Groves 
and coworkers. The repair used is as follows: A 
circumferential incision above the esophageal 
hiatus across the peritoneal portion of the thora- 
cic stomach is used. The upper portion of the 
hernial sac retracts to form a cuff composed of 
parietal peritoneum and phrenoesophageal liga- 
ment. A ring of figure-of-eight sutures is placed 
deeply into the cuff catching the underlying mus- 
culature. These sutures are brought down through 
the hiatus then out to the superior surface of the 
diaphragm through stab wounds and tied in place 
with mattress sutures. The area behind the esoph- 
agus may be then also brought together to form a 
snug ring. 

As a form of follow-up, the patients were given 
a detailed questionnaire with which to evaluate 
their improvement or lack of improvement. In 
only a small percentage of cases was operation 
mandatory, the picture being complicated by 
significant bleeding, frank peptic ulceration, 
stricture of terminal esophagus or mechanical 
obstruction by volvules. 

Fifty-four per cent felt the results were ex- 
cellent, 29 per cent good. Nine per cent of the pa- 
tients considered the operation a failure; in this 
figure is included the one operative mortality. 
(J. Thoracic & Cardiovasc. Surg., 38:537, 1959.) 


Renal Angiography 


POUTASSE reviewed the results of evaluations of 
337 hypertensive patients who were studied by 
renal angiography. Eighty-seven were found to 
have occlusive disease of one or both renal ar- 
teries. The pathology of these obstructions is 
usually arteriosclerotic plaques with or without 
thrombosis. Also seen is stenosis due to “‘fibro- 
muscular subintimal proliferation.” 

Surgery has been nephrectomy, as well as seg- 


Volume XXI, Number 6 GP 


mental nephrectomy, excision of the occluded 
segment and the use of arterial homografts. 

The author claims that 80 living patients have 
become normotensive, or have residual systolic 
hypertension with normal diastolic pressures. 
(J. Urol., 82:4038, 1959.) 


Spondylitis 

THE X-RAY evidence of ankylosing spondylitis 
has been well described. The so-called bamboo 
spine, in which the spinal column is completely 
ankylosed as the result of ossfication of the liga- 
ments, is easily recognized. Neither the vertebral 
bedy nor disk is supposedly involved in the in- 
flammatory process. Wholey reviews the x-ray 
findings in ten patients, who had spondylitis in- 
volvement of the vertebral body or disk, with 
resulting confusion with other inflammatory dis- 
ease (tuberculosis, brucellosis) or metastatic dis- 
ease, and the correct diagnosis could only be 
made by biopsy. (Radiology, 74:54, 1960.) 


Effects of Aminophylline on the Heart 


XANTHINE DERIVATIVES are used widely in heart 
disease, and in fact, they are said to be coronary 
vasodilators. Studies of the effects of amino- 
phylline in this regard have differed, but all the 
evidence has come from indirect clinical studies 
or “open chest” and “isolated heart’ experi- 
mental studies. 

Maxwell and his colleagues studied the effects 
of aminophylline in normal subjects and in 
patients with heart disease, using the Fick meth- 
od of cardiac output determination and the 
nitrous oxide saturation technique for determi- 
nation of coronary blood flow. Cardiac work and 
peripheral and pulmonary vascular resistances 
were calculated. 

The subjects were divided into three groups: 
Group 1 included 14 normal subjects; Group 2 
included seven patients with “pure” mitral 
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stenosis, and Group 3 contained six patients 
with cor pulmonale of varying degree and two 
with myxedema associated with cardiomegaly. 

The results of coronary blood flow measure- 
ments are shown in the chart below. In the normal 
individuals and in patients with mitral stenosis, 
the coronary blood flow fell significantly. 

The trend was maintained in Group 3. Heart 
rate was unaffected and cardiac output was 
statistically unchanged. A decrease in left ven- 
tricular work may have contributed to the fall in 
coronary blood flow. Myocardial oxygen extrac- 
tion was increased and the cardiac metabolic 
rate for oxygen was maintained. 

In summary, these authors found no evidence 
of a coronary vasodilatory action for amino- 
phylline. In fact, in these normal and diseased 
persons, there was no evidence of any beneficial 
effect upon the cardiac circulation. (J. Lab. & 
Clin. Med., 54: 88, 1959.) 


Control 


After Aminophylline 


oronary blood flow — ml./100 Gm./ min. 


Group 1 Group 2 Group 3 


Graph showing coronary blood flow measurements before and 
after aminophylline in normal subjects (Group 1), patients 
with mitral stenosis (Group 2) and patients with cor pul- 
monale and cardiomegaly with myxedema (Group 3). 


j 
a 
a 
a 
141 a 
“4 


New Weights 


IN VIEW of the importance of body weight to 
health and longevity, the findings of the Build 
and Blood Pressure Study, 1959, conducted by 
the Society of Actuaries have prompted the 
Metropolitan Life Insurance Company to issue 
new standards of desirable weights for men and 
women. 

These are very interesting in that there has 
been a change down in the allowable weight for 
the female from that previously established. The 
range in both males and females has been some- 
what widened, but again the emphasis is decid- 
edly on the value of being what might be called 
by contemporary standards “underweight.” As a 
rule of thumb, if persons of any particular build 
keep their weight down to the average in their 
early 20’s, it would be fairly close to the desirable 
weight at ages over 25. (Stat. Bull. Metrop. Life 
Ins. Co., 40:1, 1959.) 


Pulmonary Siderosis 


PATIENTS with mitral stenosis and other con- 
ditions which dispose to pulmonary vascular 
disturbances may have an increased deposition 
of hemosiderin in their lungs. This has been 
thought in the past to be a cause of pulmonary 
fibrosis, particularly in those patients whose 
chest x-rays demonstrated a miliary pattern. 
Ellman and Oliver report two patients with 
mitral stenosis whose chest roentgenograms 
demonstrated a diffuse miliary to nodular pattern 
which had been present for years. In one patient 
this cleared completely after a successful mitral 
valvulotomy. The other patient died and the 
lung revealed no evidence of fibrosis, but the 
“fibrotic” appearance of the tissue as seen by 
x-ray was caused by focal hemosiderosis. This is 
apparently a reversible process even after many 
years and constitutes no contraindication to 
surgery. (Brit. M. J., 2:988, 1959.) 
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DESIRABLE WEIGHTS FOR MEN AGE 25 AND OVER 


Weight in Pounds (in Indoor Clothing) 


Height 
(in shoes) Small Frame Medium Frame Large Frame 
s’ 2” 112-120 118-129 126-141 
115-123 121-133 129-144 
4” 118-126 124-136 132-148 
5” 121-129 127-139 135-152 
6” 124-133 130-143 138-156 
128-137 134-147 142-161 
8” 132-141 138-152 147-166 
9” 136-145 142-156 151-170 
10” 140-150 146-160 155-174 
i 144-154 150-165 159-179 
6’ 0” 148-158 154-170 164-184 
152-162 158-175 168-189 
156-167 162-180 173-194 
3” 160-171 167-185 178-199 
4” 164-175 172-190 182-204 


DESIRABLE WEIGHTS FOR WOMEN AGE 25 AND OVER 
Weight in Pounds (in Indoor Clothing) 


Height 
(in shoes) Small Frame = Medium Frame Large Frame 
4’ 10” 92-98 96-107 104-119 
11” 94-101 98-110 106-122 
5’ 96-104 101-113 109-125 
99-107 104-116 112-128 
2” 102-110 107-119 115-131 
3” 105-113 110-122 118-134 
4” 108-116 113-126 121-138 
5” 111-119 116-130 125-142 
6” 114-123 120-135 129-146 
118-127 124-139 133-150 
8” 122-131 128-143 137-154 
9” 126-135 132-147 141-158 
10” 130-140 136-151 145-163 
11” 134-144 140-155 149-168 
6’ 0” 138-148 144-159 153-173 


Note: Prepared by the Metropolitan Life Insurance Company. Derived 
primarily from data of the Build and Blood Pressure Study, 1959, 
Society of Actuaries. 
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Radioactive Zinc in Foods 

Murtny, Goldin and Campbell have analyzed a 
wide variety of foods obtained from the local 
markets serving Cincinnati. Small quantities 
of Zn® have been found in oysters from the 
Chesapeake Bay area, clams obtained along the 
East Coast, mixed meats, mixed fresh leafy and 
root vegetables, eggs, legumes and corn, milk and 
mixed fresh fruits. Much higher levels of Zn® 
were found in oysters as compared to other foods. 

The extent of nuclear operations, including the 
use of isotopes, in the Chesapeake Bay area seems 
entirely inadequate to account for the presence 
of the levels of radioactive zinc observed in 
oysters. Similarly, there are no obvious sources of 
of the Zn® found in the other foods. Of these, 
some were grown in the Cincinnati area while the 
rest were obtained from various parts of the 
United States. Therefore, it may be assumed, 
that this radionuclide, which has been found in 
large amounts in samples taken near the Pacific 


proving grounds, must have been deposited on the 


East Coast and throughout the United States 
from high-altitude fallout. 

These authors emphasize that the concentra- 
tions of Zn® observed in these foods cannot be 
considered to constitute a radiologic health 
hazard. The maximum permissible concentra- 
tion for this radionuclide is far in excess of the 
small concentrations observed in this study. 
(Science, 180:1255, 1959.) 


Obesity-Hypoventilation Syndrome 


EXTREME OBESITY increases the work of breath- 
ing. Hackney and colleagues have studied 17 pa- 
tients with the syndrome of extreme obesity and 
hypoventilation and postulated the chain of 
events which may lead to right heart failure. 
The diagram at the right illustrates the result of 
the increased work of breathing with resultant 
ineffectiveness of ventilation. CO. retention may 
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Diagrammatic representation of the features of the obesity 
hypoventilation syndrome. 


produce somnolence and respiratory center de- 
pression aggravating the hypoventilation. When 
present, lung disease will also contribute to the 
hypoventilation. The lack of oxygen increases red 
cell production and blood volume which may 
lead to pulmonary hypertension, cor pulmonale 
and right heart failure. Thus, a vicious cycle of 
hypoventilation is operative, and treatment of 
the obesity or any of the contributory factors 
markedly improves clinical status in such pa- 
tients who are fat, sleepy and in failure. (Ann. 
Int. Med., 51:541, 1959.) 


Rheumatoid Effusion 
RHEUMATOID arthritis merits a place in the 
differential diagnosis of pleural effusion, espe- 
cially when this occurs in middle-aged men and is 


associated with recent or developing joint 
symptoms. Horler and Thompson have reviewed 


the pleural and pulmonary lesions in 180 patients 


(52 males and 128 females) with rheumatoid 
arthritis. 

Nine patients (eight males and one female) 
were found to have had pleural effusion for 
which no cause other than rheumatoid disease 
could be found. In two of the male patients there 
was accompanying nodular and fibrotic paren- 
chymatous lung disease. Pleural effusion occurs 
most often in the male rheumatoid as an accom- 
paniment of an acute febrile respiratory illness 
related to the onset of the arthritis. (Ann. Int. 
Med., 51:1179, 1959.) 


z . 
i 
| 
| 
| ( 143 


Diabetic Relatives 


THAT DIABETES “runs” in families has been 
recognized for many generations, but this in- 
formation is seldom applied to community dia- 
betes detection programs which are preventive 
medicine in practice. Parks and colleagues asked 
263 indigent diabetics in five counties of Florida 
for names of their relatives. Of the 935 relatives 
named, 452 (48 per cent) were tested for dia- 
betes. The rate of previously known diabetes was 
8.8 per 1,000 tested, and the yield of previously 
unknown diabetes was 22.1 per 1,000 tested. This 
yield is more than three times the usual yield in 
diabetes screening programs in general popula- 
tion groups. The yield rate could have been signi- 
ficantly increased by not testing persons under 15 
years of age. (Publ. Health Rep., 75:55, 1960.) 


Paroxysmal Nocturnal Hemoglobinuria 


MORGAN discusses paroxysmal nocturnal hemo- 
globinuria (PNH) as a disease of the hemato- 
poietic system manifested by chronic hemolytic 
anemia, leukopenia and thrombocytopenia. There 
is continuous intravascular hemolysis punctuated 
by episodes of hemoglobinuria which character- 
istically occurs during sleep. Such patients are 
frequently affected by infections of the respiratory 
and urinary systems and by venous thrombosis 
in the extremities, brain and portal system. PNH 
differs from other forms of acquired hemolytic 
anemia in that the fault is in the red cell itself. 
The disease, therefore, involves a defective red 
cell which may be lysed by normal serum made 
mildly acid with carbon dioxide. The hemolysis 
occurs directly in the blood stream and the 
hemoglobin is therefore released directly into the 
plasma. As a result the plasma hemoglobin con- 
centration is almost always abnormally high. 
Hemoglobinuria occurs in this disease when the 
plasma hemoglobin is somewhere above 50 mm. 
per cent. 
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The increased hemolysis during the night in 
PNH is related to sleep not to the time of day. 
The term nocturnal, therefore, is not correct. If 
a patient with PNH sleeps during the day and 
remains awake all night the pattern of hemo- 
globinuria is reversed. The relationship of sleep 
to PNH apparently involves the normal depres- 
sion of the respiratory center during sleep and 
consequently the increased amount of carbon 
dioxide in the blood. The PNH hemolytic system 
in vitro is much more active at a pH of 6.5 than 
it is at the normal blood pH at 7.4. Even a small 
shift in the acidity of the blood will cause an in- 
crease in hemolytic activity. 

The leukopenia and thrombocytopenia are be- 
lieved to be due to intrinsic defects in these cells 
although the exact mechanism is unknown. 

Dicumarol® may have a favorable effect on the 
course of the disease by an inhibition of hemolysis 
and an elevation of a depressed platelet count. 
Another possible advantage to Dicumarol is the 
prevention of platelet thrombi. (J. Newark Beth 


Israel Hosp., 10:237, 1959.) 


Beer Fibrinolytic Activity 


ALTHOUGH VARIOUS forms of stress have been 
shown to increase blood fibrinolytic activity, only 
alimentary lipemia and pregnancy have been 
known to diminish it, with resultant prolonga- 
tion of clot-lysis times. A chance test on an indi- 
vidual who had consumed some beer prior to hav- 
ing his clot-lysis time determined prompted 
Fearnley and associates to test the effect of 
various alcoholic beverages on blood fibrinolytic 
activity. Preliminary observations indicate that 
beer, cider and white wine significantly reduced 
blood fibrinolytic activity, whereas whisky, gin 
and absolute alcohol did not. The evidence sug- 
gested that some fermentation product other 
than ethyl alcohol was responsible for the change 
in blood fibrinolytic activity following the drink- 
ing of beer. (Lancet, 1:134, 1960.) 
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The President’s Address 


Presented before the Congress of Delegates 
at the 12th Annual Scientific Assembly 
in Philadelphia, March 19, 1960 


FROM TIME IMMEMORIAL, it has been a custom to 
use such a position in which I find myself to review 
the year’s activities and point out the wonderful 
works that have been accomplished during that 
time. 

However, in this year of a Presidential election 
we are going to hear millions of words which 
“point with pride” to this and that achievement. 
Or, on the other hand, our ears will also be filled 
with “‘pointing the finger of fear’’ at the actions of 
those in the present administration. I propose to 
do neither. I have no patience with the soft soap 
of self-satisfied complacency, nor do I fear the 
criticism of my peers. In their criticism I find 
help—and advice. I need such. The Academy 
needs it. I hope we are old enough to understand 
that criticism is one of the best guides available. 
I am—and we all should be—thankful for it. It is 
a sign of maturity. 

Criticism has come from delegates, state officers 
and, from that rare bird—just dues-paying mem- 
bers. By and large, these recommendations are of 
one kind. Our sins are apparently chiefly those 
of omission. The complaints are that we have 
reached a peak of action and are now resting on 
our oars. Most of them urge more definitive action. 
A loyal member from an Eastern state accuses us 
of slowing to a standstill and using the same old 
clichés in our committee and commission reports. 
A Midwest state officer thinks we are paying too 
much attention to insurance and too little to im- 
proving the quality of our postgraduate courses. 
One old-timer says he’s read the same report from 
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sincerely to reach the 


Special Features 


the same committees year after year, all that 
change are the names. Finally, a South Central 
delegate wants to know why we waste so much 
time and paper on committees and make no prog- 
ress in getting surgical courses for general practice. 

To these criticisms, and I think they are just, 
let me be the first to plead guilty. I have made 
mistakes and failed at some opportunities. If there 
was a time when my recommendations were the 
right ones and I could not persuade them to my 
conferees, then I take a part of the blame that my 
leadership failed. Only by accepting and acknowl- 
edging the facts can we get to the ground of a 
common determination and proceed again to build 
our organization. 

But, I will not accept all the responsibility. All 
of you officers, delegates and leaders must share 
with me lack of leadership. Perhaps I was unable 
to inspire you, I cannot say. It matters not, how- 
ever, that we make mistakes; what matters is that 
we continue in progress. 

With this in mind, we must look for ideas and 
ideals to come from all sources: From the delegates, 
from the state officers, from the Academy Board 
and officers and from the dues-paying member. 
We must consider seriously every genuine recom- 
mendation. I hasten to 
say that our delibera- 
tions were not hurried. 
Your officers have tried 


proper goals and for the 
most part have done so. 

In 1957, in a report 
to this Congress, I called 
attention to therequests 
for a certifying board 
and asked that the prob- 
lem be settled. This 
Congress has settled the 
problem, both in 1958 
and 1959, but somehow 
it continues to crop up. 


Fount Richardson, M.D. 
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I do not know the answer, but the correct answer 
must evolve with time and we must be patient, 
tolerant and considerate in our discussions. Nor 
must we let these differences interfere with the 
normal progress of our Academy. 

I do have a word of praise for the Congress. We 
have now stopped arguing over the definition of 
a family physician and are bent on preserving that 
status for our organization. 

My remarks seem pessimistic, but I assure you 
they are not. They are intended to urge each one 
of you to assess the remarks and reports in this 
meeting and to find the basic truths and the 
fundamentals on which to form the proper judg- 
ments. I am not pessimistic. I am very hopeful. 

Let me report some of the more successful enter- 
prises of the year: 

Surgeon General Leroy Burney of the USPHS 
stated at the AMA Conference on Education in 
Chicago last September that it was obvious that 
more well-trained general practitioners were 
needed in the United States, both now and in the 
future. I can see the helping hands of Academy 
members in that statement. 

A considered questioning of the medical needs 
of our new state, Alaska, brought this opinion: 
“We need 50 per cent more doctors in Alaska and 
they must be general practitioners who are highly 
trained and. resourceful.” 

These two notes are most encouraging. 

A recommendation has come in from Virginia 
that the Academy appoint a committee whose 
express purpose is to step out and, like every good 
general practitioner, call competent consultation, 
and bring in a school curriculum and hospital 
training program that would produce a com- 
petent general practitioner. This committee could 
be part of the Commissions on Education and 
Hospitals but should be headed by a man who 
would be chosen for his ability to get a job done. 
We could by this means serve notice to the pub- 
lic that we are indeed aware of the need for fam- 
ily doctors in our country and that we are doing 
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something to produce them. We could also ad- 
vise some of our medical educators that the gen- 
eral practitioners are here to stay and urge them 
to help the pendulum swing to a sensible balance 
between the specialists and the family doctors, 
especially those educators who live in highly 
urbanized states in direct disagreement with us 
and with the educators in the rural states. These 
latter are more cognizant and more understand- 
ing of the problems and of the need of the family 
doctor type of medicine. 

I highly endorse this recommendation to you 
which has been discussed with several of the Vir- 
ginia members on numerous occasions. This new 
group is not to replace the liaison committee with 
the AMA on medical education, but is to estab- 
lish a new program setting forth the desirable 
medical school curriculum. We must advise our 
medical educators. They need it. 

I have been tempted a good many times to go 
out and steal a medical school. I know where 
some are that wouldn’t mind being stolen. This 
was discussed with your president-elect, Dr. John 
Walsh, and Dr. Carroll Andrews. They agree that 
the opportunity to influence medical education 
and postgraduate education in the field of gen- 
eral practice should not be overlooked. The pos- 
sibility of developing a postgraduate school to fit 
our programs in general practice training through 
the facilities of the abandoned Leland Stanford 
University medical facility in San Francisco could 
not be utilized at that time. It is hoped that we 
may be able to take advantage of any new oppor- 
tunities that might arise. 

This grand larceny was also discussed with 
your vice speaker, Dr. Carroll Witten, and Dr. 
Norman Booher, and with many others. I am not 
so sure but that I could name a few legislatures 
that would give us a medical school for the ask- 
ing. That idea is a lot more sensible and possible 
than it may sound when first heard. 

At the beginning of this year, it was deter- 
mined that one of our goals was to reach some of 
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our medical educators. I have devoted most of 
my time to the attendance of state meetings and 
have asked for some time with the educators of 
that area. In one state, my hosts and I were able 
to visit with high officials of four medical schools. 
We have been in personal contact, in one way or 
another, with some 35 deans and other adminis- 
trative officers from nearly one-third of the U.S. 
medical schools. Needless to tell you, some of 
these visits were useless. I will admit that when, 
in other discussion, the dean of one medical 
school turned to me and asked what the Forand 
bill was, that I gave up on him. If he knew that 
little about the future of medicine, it was useless. 
Most of these educators, however, were quite 
aware of our problems and our goals. A great 
majority were in agreement with our plans and 
requests. This movement should be followed. It 
gives us the promise of a continued supply of 
family doctors needed in our great country. 
One thing I want to say to those who feel we 
have reached a plateau and are coasting: I am 
sure that if this is true we can point out that we 
are collecting our forces for future achievement. 
We might be ready to launch a drive for those 
principles we hold high. Many state chapters 
have expressed one of these principles in their 
mottoes. The Arkansas Academy has carried a 
motto on its masthead for ten years which says, 
“For Every Family a Family Doctor.’’ Maybe we 
are ready to demand of our hospitals that their 
patients can have a family doctor both in and out 
of the hospitals. Maybe we are ready to go to the 
public and advise them that they can have a 
family doctor if they want one. I believe in going 
to the people. They are the ones who ultimately 
are going to make the decision. We need to take 
our cause to the public—through every medium: 
the newspapers, journals, radio and television. 
During the past two years it has been my good 
fortune to visit many state chapters and to at- 
‘end their meetings, both their scientific programs 
nd their board meetings. From these visits, I am 
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convinced that the strength of our Academy lies 
in these various chapters. It is here we find those 
most devoted to doing the work of our organiza- 
tion. These are the men and women who are un- 
selfishly giving of their time and effort to set up 
the postgraduate educational programs that form 
the cornerstone of our Academy. These indi- 
viduals—some of them sit in this Congress and in 
this audience—are the ones that are due the 
thanks for the real success of our organization. 
During these visits I was able to attend two 
sectional meetings of the Commission on Mem- 
bership and Credentials. These were enthusiastic 
gatherings, attended by one or more members of 
the commission itself and by a representative 
from the home office in Kansas City. I am told by 
the chairman of the Commission on Membership 
and Credentials that there were more than 100 
physicians in attendance at their sectional meet- 
ings held this year in various parts of the United 
States. Our enthusiasm is not on the wane, gen- 
tlemen; but it does need guidance and direction. 
It must be mentioned that the Academy gath- 
ered a large amount of news coverage from these 
state meetings. In Oklahoma, Indiana and Con- 
necticut, we received not only excellent daily paper 
notices but were given considerable radio and tele- 
vision opportunities. In Indiana one daily news- 
paper had four separate stories of the Academy on 
the front page of a single issue. In Connecticut 


the unusual coverage at the meeting was fol- 


lowed two weeks later by a general practitioner 
picture story—the daily rounds of a family doc- 
tor, an excellent coverage. There were several 
excellent and complimentary editorials in these 
editions. After the Oklahoma session in Tulsa, 
just a few weeks ago, the Governor of Oklahoma 
called a special committee to meet with the 
University Board of Regents to see why more fam- 
ily doctors were not being trained and why there 
was discrimination against them in hospitals. 

In addition to the great work of our state chap- 
ters and national organization in producing these 
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fine programs, let me mention the accomplish- 
ments of two of our past presidents. Attention 
has already been drawn to the work being car- 
ried on in Oklahoma. As you might guess, Past 
President Malcom Phelps is on the vanguard of 
that campaign to increase the output of family 
doctors from the Oklahoma Medical School. 

The Arkansas delegates can tell you that a sim- 
ilar move is being carried on in the state of 
Arkansas where Past President R. B. Robins is 
being of considerable influence. Also, Dr. Robins 
is at present the chief liaison between the AMA 
and the national Congress, and he is giving nearly 
50 per cent of his time to this work. Recently the 
AMA sent him to England for a closer look at the 
British medical service. His excellent report, 
which he gave to GP, has been made available to 
us all. Bob is one of our most influential members. 

It is obvious that a considerable part of our re- 
lations to the federal government and to the pub- 
lic is being done by individuals. It is recom- 
mended that the Congress work out a better 
method of promoting our Academy opinions and 
getting them to our lawmakers in Washington 
and to the public. We must improve on our past 
performance. We need good public relations and 
the press is and has been very receptive. Much of 
the press has accepted our material enthusiasti- 
cally and the radio and television people have 
been generous. We need more and better public 
relations and we need to do something about it. 

There is another bright spot in this report. I 
must pay compliment to the program committee, 
which, as you know, is a continuing body. Not 
only has a great program been prepared here but 
the scientific program for the year to follow is 
already well planned and about half-filled. There 
are many excellent and devoted leaders already 
working in our organization. 

There must always be family doctors to carry 
the benefits of modern medicine to the people. 
We family doctors are the ones who are doing it 
and we will do it better by the methods that our 
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Academy has adopted, the continuing education 
principle. But in the last analysis, we must make 
it known to the public. We have the best entrée in 
the world. We are already their family doctors. 
We must augment our numbers, we must main- 
tain the high quality of medical care and we must 
take it to the public. These things we are accom- 
plishing. I am proud to be a member of the 
Academy with its accomplishments, its faults, its 
goals and its dreams. It is good to be a part of it. 
It is with great pride that I have been able to 
represent you in my many trips this year. I thank 
you for the opportunity to call myself your presi- 
dent. We take pride in these accomplishments. 

But we must not forget our greater goals: 

To see that every man is supplied with the 
finest medical care possible. 

To serve the charity case with the same dili- 
gence and skill that we apply to his more wealthy 
brother. 

To encourage every man to choose and know 
well his family doctor. 

And, lastly, the goal of making ourselves 
worthy of the confidences of our patients. 

This is a report of my stewardship. I have 
represented the family doctor this year to the 
best of my ability and to the fullest measure of 
my cup. I will always represent one family doctor. 

There is one accolade that must be awarded to 
this Congress of Delegates. Without doubt, the 
one real reason for the advancement of our 
Academy has been the action and wisdom of the 
delegates. You have obtained excellent help and 
you have selected good officers and leaders. 

For the 27,000 Academy members, I personally 
thank each of you individually for your devotion 
to duty and for your accomplishments in past 
years and in this year of decision. 

Thank you, my friends, for a year of confidence 
and for a year of opportunity to do my part. Time 
alone is my judge and I am not afraid to face the 
Judgment. I have fought a good fight, I have kept 
the faith, I have finished the course. 
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INACCURATE PROPAGANDA, misstatements and 
misunderstanding concerning addiction have 
caused many to believe the solution to America’s 
narcotic problems may lie in legalizing narcotics 
for addicts. The same verbal and written error 
has led others to think of addicts as a group which 
suffers character degeneration because police 
arrest and jail them with hardened criminals. 

Some assume incarcerating the addict has no 
beneficial effects or feel the act is unjustified. The 
basis for such reasoning is a lack of understanding 
as to why the addict comes in conflict with the 
law. 

The addict is not usually arrested because he 
is addicted per se. Arrest primarily occurs because 
of illegal possession of narcotics or for crimes 
committed against society. Arrest for illegal 
possession is admittedly a blatant method of 
discouraging addiction and as such has drawn 
criticism. Arrests due to crime, however, consti- 
tute a very real problem. Granted some, if not 
many of these crimes, are committed to obtain 
narcotics. But one must recognize that the same 
crimes were committed by many of these addicts 
for less noble reasons prior to their self-induced 

It is a misconception to believe anyone is 
tricked into becoming an addict. Addiction is a 
voluntary disease. Marijuana is not slipped into 
some innocent youth’s cigarette to entrap him. 
On the contrary, successful addiction requires 
prolonged periods of poor association and anti- 
social inclination. 

It is virtually impossible for an ordinary citizen 
(o aequire narcotics illegally. Necessary contacts 
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cannot be made overnight. The “right” to buy 
illicit narcotics is reserved for those who prove to 
addict-associates that they are antisocial enough 
to want and need a drug which provides both 
escape from responsibility and a weapon with 
which to strike back at society. 


Jail Has Beneficial Effects 


No one denies that jail has undesirable effects, 
but it has beneficial ones, too. An addict jailed is 
not indulging in crime. For the moment the 
innocent (the forgotten man in many of our laws) 
is temporarily protected. 

The addict in jail, furthermore, unwillingly has 
a basic need fulfilled. Protected by a cement and 


- steel womb he finds it unnecessary to face pres- 


sures of ordinary living. Although he doesn’t like 
jail, it forces him to “dry out,” gain weight, 
reduce or break his drug tolerance, proves to him 
he does not physically need narcotics, permits 
him to reorient as a human being. 

For some, the threat of social disapproval, 
repeated discomfort caused by “cold turkey” 
withdrawal, criminal prosecution and personal 
inconvenience makes the addict, on release from 
jail, reticent to return to drugs and thus have to 
repeat this tiring train of events. This may not 
be the most desirable stimulus, but it is better 
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than the absence of any stimulus, a condition 
provided by the use of drugs. 

Jail also protects society from another impor- 
tant addict activity. The addict in jail is not 
creating new addicts. Addiction is a contagious 
disease spread, not by pushers hiding in high 
school basements as some prefer to believe, but 
by active addicts coming in contact with nar- 
cotic-prone personalities. An experienced junkie 
recently told me, “It’s simple to pick up new fish. 
In fact, I could go into any high school and point 
out potential addicts at a glance.” 

“How?” I inquired. 

“Simple,” he grinned. “Seeing their faces is 
like looking in a mirror.” 

There is little question that many recruits for 
narcotic addiction are available. The number of 
chronic alcoholics testifies to the high percentage 
of Americans who cannot stand the pressures of 
our civilization. 

The stampede of disturbed individuals to 
acquire tranquilizers provides another illustra- 
tion of emotional instability. At least 10 per cent 
of our population has resorted to or is taking 
these drugs to decrease the tension of living. The 
Department of Defense recently announced plans 
to spend $1 million for tranquilizer pills during 
1960 as a part of its $70 million outlay for medi- 
cine and drugs. This, despite the fact that medi- 
cal literature increasingly reports a new addiction 
syndrome associated with tranquilizers, complete 
with its own disturbing withdrawal symptoms. 

Compared to narcotics and their detrimental 
effects, however, tranquilizers have been candy. 
Knowing this, the idea of making narcotics avail- 
able to people who think they cannot live with- 
out pharmacologic support is fantastic. It is like 
arguing, as former New York Herald Tribune 
foreign correspondent Rodney Gilbert has com- 
mented, that the way to create good citizens 
from those inclined to violence or general worth- 
lessness is to make heroin addicts of them and 
then keep them doped comfortably for life. 
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Addict-prone Areas Product of Community 


Much of the current unrest and stimulus to 
“do something” about the “increasing narcotic 
problem” comes from New York State, and New 
York City in particular. This is not surprising. 
Proaddict sympathy, hampered law enforcement 
and an environment possessing factors ideal to 
breeding of addicts makes this city a Mecca for 
the narcotic prone. 

New Yorkers, however, are tiring of the con- 
stant menace the army of antisocials among them 
creates for normal families. According to News- 
week (July 27, 1959), the city’s stable middle 
class, weary of the growing jungle where adoles- 
cent girls must walk in pairs in certain high 
schools to prevent rape, is moving as fast as it 
can to the suburbs. 

New York has 444 policemen in the West 123rd 
Street Precinct alone. This area covers two-thirds 
of a square mile, has a population of 122,000, the 
majority of whom are Negro. Last year, this 
group indulged in 3,070 major felonies, 28 of 
them murders. It also caused a major problem 
in the use and sale of illegal narcotics. 

In many New York schools, dope peddling 
and violence are common. In 1958, 1,496 pupils 
were suspended as problem children. Immigrant 
Puerto Ricans, frequently without means of 
support or ability to speak English, move in 
at the rate of 40,000 a year. Southern Negroes 
come in droves from an area where they feel 
segregation intolerable only to discover they 
never knew what segregation really meant. 
Crowded together, one out of eight New York 
City dwellers lives in conditions unfit for animals, 
some allegedly packed ten to a rat-infested room. 

Is it so hard to understand why narcotics, with 
their synthetically produced dreams of power, 
wealth and equality, are attractive to some of 
this group? Is it so difficult to see where initiative 
should be directed in removing the ‘‘need”’ for 
narcotics? 
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It is interesting to speculate why addicts con- 
gregate in a few major areas, avoiding others like 
poison. The answer may well lie in an aroused 
citizenry and in efficient and intelligent narcotic 
law enforcement. 

To cite an oft-quoted example: Prior to 1945, 
addiction was rampant in Ohio. Inadequate laws 
hampered enforcement officers. The long arm of 
the law was frequently caught short. Stronger 
laws in adjacent states caused addicts and push- 
ers to stay within Ohio’s boundaries. Then an 
irritated group of citizens formed a Narcotics 
Advisory Committee and encouraged a crack- 
down on narcotic violations. 

Between 1945 and 1954, arrests associated 
with narcotics rose 4,000 per cent. Today, Ohio 
is unhealthy for addicts, who, in turn, have 
moved to less aggressive areas which have no one 
but their legislatures to thank if addicts find their 
states attractive. 

One such area is Southern California, where 
laws sympathetic to criminals frequently seem to 
leave innocent citizens without protection. Part 
of the trouble, as in the case of New York City, 
lies in the fact that this area is close to a poorly 
controlled port of entry. But much of it is due 
to a misplaced sympathy on the part of certain 
California citizens, legislators and judges. 

At a time, for example, when 2,200 Modesto, 
Calif., high school students were petitioning the 
death penalty for pushers caught selling dope to 
minors, one of the state’s judges imposed a two- 
year sentence and a $150 fine on a man caught 
growing marijuana for the seduction of adoles- 
cents. The sentence, once imposed, was suspend- 
ed, and the fine arranged so it could be paid in 
easy installments. 

Comparable thinking is found in the writing 
and enforcement of narcotic laws in too many 
areas. This is why some critics believe enforce- 
ment has failed. It very well might have, but 
oddly, despite constant handicaps, it has not. 
Although we still have addiction problems 
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The tools of the narcotic trade—heroin, milk sugar (used to 
dilute the druq), the spoon, eyedropper and needle. 


despite narcotic officers, just as we have disease 
despite doctors, the over-all problem is decreas- 
ing—not increasing as some insist. To check this 
statement, let us peruse a brief history of nar- 
cotic addiction in the United States. 


U. S. Addiction History 


From the Civil War period until 1920, nar- 
cotics were freely supplied to addicts through 
physicians’ offices, official clinics and illegal sales 
by druggists. The Harrison Act changed all this. 
By 1986, because of enforcement, the addiction 
rate fell to 1:3,000. Then, war returned, bringing 
with it a resurgence of addiction. 

Unrest contributed to a heavy rise in juvenile 
delinquency. Narcotics became available again 
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as Chinese communists pushed their supplies into 
America. This source, augmented by shipments 
from Mexico, Turkey, Italy and other countries, 
glutted our nation’s illicit market. Light penalties 
for selling narcotics stimulated increasing sales, 
and the number of known addicts rose from 
some 20,000 in 1945 to greater than 60,000 in 
1950. 

Congressman Boggs, at this point, introduced 
an act recommending heavy penalties for illegal 
narcotic selling. After this legislation passed, a 
steady decline (except for New York, California, 
Illinois and Michigan where significant endemic 
increases have occurred) wasreported throughout 
America. Today, the nation’s addict ratio, ac- 
cording to carefully kept records of the Federal 
Bureau of Narcotics (which does not recount the 
same addict though he continues on the merry- 
go-round of arrest, release, arrest, release, ad 
infinitum) stands at 1:3,800 (total active addicts 
for 1959: 45,391). 

The last four decades have brought tremen- 
dous changes to our country. The qualitative in- 
crease in narcotic addicts has caused many to 
feel that a quantitative change has occurred as 
well. This is an understandable, but inaccurate 
assumption. 

In 1918, our population was 103,302,000. It 
now exceeds 174 million. This 60 per cent in- 
crease brought with it a divorce rate 100 per cent 
higher than in 1918, a heart-breaking juvenile 
delinquency rate, a weakening of family unity and 
a crime rate that is increasing four times as fast 
as population growth. 

Social pressures from minority groups trying 
with only slow success to attain reasonable status 
contribute a significant stimulus to the increase 
of narcotic addiction. Interestingly, although 
approximately 60 per cent of American addicts 
are Negro, the problem primarily affects the 
Negro in the North. In migrating, a certain per- 
centage of emotionally frustrated, unstable youth 
find this new type of segregation more than they 
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can bear. As a result, they strike back against 
society through crime and addiction. 

Despite endemic increases, there is little ques- 
tion that the over-all picture of American addic- 
tion has changed for the better. Lynn A. White, 
former head of the Los Angeles Police Depart- 
ment’s narcotic division, suggests two methods of 
measuring this, the simplest being a comparison 
of Armed Forces rejection rates due to drug 
addiction. 

In World War I this rate was 0.75:1,000 men. 
In World War II it fell to 0.1:1,000. Covering the 
critical male, 18 to 35 age group from 1914 to 
1941, these figures belie the complaint that en- 
forcement has had no effect on American addicts. 

Another argument offered to promote free nar- 
cotics, one which ignores facts and appeals 
primarily to emotion, is that federal control of 
narcotics removes the doctor’s right to practice 
medicine where addiction is concerned. Some are 
irritated that current laws prevent physicians 
from prescribing certain useful drugs (heroin, 
specifically). Others vehemently believe that 
narcotics and their related problems should be 
removed from the hands of unsympathetic police 
and given to doctors “where it belongs.” There 
are excellent current examples available to show 
this is unwise. They are, however, unpleasant 
ones. 


Narcotics and Physicians 


First, it has been repeatedly shown that when 
narcotics are readily available, the incidence of 
addiction rises among those groups who can 
obtain them. Second, a significant number of 
doctors have demonstrated unfamiliarity with 
the importance of controlling the prescription 
and use of narcotics. Finally, despite rigid screen- 
ing and constant surveillance by confreres, there 
are a few—a small but damning few—who see the 
chance for personal profit in selling addicting 
drugs. 
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To give credence to these statements, we can 
begin by citing the experience of Denmark, one 
of several countries where the doctors control 
narcotic distribution. Denmark has the highest 
per capita consumption of licit narcotics in the 
world. Although the government does not ap- 
prove narcotics to satisfy addiction per se, it does 
permit its doctors wide latitude in prescribing. 

The blame for our current narcotic problem, a 
Danish physician, Dr. Jorgen Ravn, recently 
commented, lies directly on the shoulders of our 
doctors; surgeons who lightheartedly use them 
for postoperative sedation, psychiatrists who 
prescribe them for sedation, or those who have 
employed them to “‘cure”’ alcoholics. 

Danes annually consume 23,145 doses of nar- 
cotics per 1,000 persons (America’s ratio is 
7,158:1,000.). Two factors contribute to this: 
Socialization which provides low cost or free 
drugs, and unwary physicians who tend to over- 
prescribe. 

This tendency to overprescribe is noticeable 
among socialized doctors. England, specifically, 
is conducting an educational campaign to con- 
vince its physicians to lower the quantity of 
drugs sent home with patients released from hos- 
pitals. A case was recently cited in which a man 
left the hospital with 900 potentially dangerous 
drugs. He was found giving them away to 
children. 

Overprescription has led to another dilemma: 
A rising number of addicted physicians. Britain’s 
record is not one to emulate. Nearly one-third of 
its reported addicts are members of the country’s 
medical or paramedical professions. An amazing 
factor contributing to this, according to the British 
National Health Service, is a seeming lack of 
knowledge on the part of physicians concerning 
the danger and over-all effect of narcotics. 

The hazards concerned with inadequately con- 
trolled narcotics have been even more specifically 
pinpointed by a recent report received from Ger- 
many’s Dr. H. Ehrhardt. Those who may still 
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believe narcotics and their associated problems 
should be placed solely in the hands of doctors 
will find his comments of interest. 

Narcotic addiction, Dr. Ehrhardt states, is be- 
coming a significant problem in the Federal 
Republic of Germany. This is due to overpre- 
scribing by physicians plus the fact that an 
appalling number of doctors are themselves be- 
coming addicted. 

The doctor is the only significant source of 
narcotics in this country, thus effective control of 
problems associated with these drugs must come 
from this group. Thus far, German physicians do 
not seem to think this necessary. Further, a pro- 
fessional solidarity that misinterprets the prin- 
ciple of the individual’s right over that of society 
as a whole sponsors, rather than censors, addic- 
tion within professional ranks. 


Jail also protects society from another important addict 
activity. The addict in jail is not creating new addicts. Shown 
here are a “‘pusher,” receiving a ‘“‘mercy’’ shot after his arrest, 
and his customer. 
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In 1957, the Federal Republic of Germany re- 
ported 4,861 addicts. Nine hundred seventy (20 
per cent) were medical or paramedical (nurses, 
druggists, dentists) personnel and 586 of whom 
were physicians. Civilian addiction, in contrast, 
had an incidence ratio of 1:10,000. 

Sixty-seven per cent of Germany’s addicts 
were addicted by doctors for “therapeutic’’ rea- 
sons. Twenty-five per cent of these were addicted 
to two or more drugs simultaneously. Because 
existing laws are not easily enforced, control 
of narcotics is inadequate. This has given rise to 
another unfortunate situation. Sixty-five per cent 
of medical and 64 per cent of addicted paramed- 
ical personnel obtain their drugs illegally through 
forged prescriptions, stolen drugs, etc. 

Legal loopholes make it extremely difficult to 
commit addicts. Hospital treatment (ambulatory 
treatment is considered unsatisfactory) depends 
on voluntary cooperation of the patient. This 
cooperation diminishes as withdrawal becomes 
imminent. 

Narcotics, whether managed by police or phy- 
sicians, cannot be adequately controlled without 
strict enforcement of regulations and careful 
maintenance of records. Doctors in general de- 
spise both these nuisances. Countries where this 
responsibility has been placed in the hands of the 
medical profession or narcotics have been made 
easily available have had reason to become dis- 
couraged, for a high doctor addiction rate has re- 
sulted. Examples of this include: France, Austria, 
Netherlands, Switzerland and Scandinavia. 

The age-old question of free narcotics through 
clinics or doctors’ offices poses specific, hard-to- 
answer questions. If clinics are reintroduced, who 
will run them? If “approved’’ narcotics become a 
part of private practice, which doctors will want 
to maintain a 24-hour service station to feed the 
addict’s habit on a four- to six-hour basis? Fur- 
ther, who would have the unenviable job of se- 
lecting doctors to provide these narcotics? Those 
interested in the job might not be the ones medi- 
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cine could endorse, for we have Esaus among us. 

This unpleasant topic can best be discussed by 
briefly mentioning a few. examples: The New 
York doctor who mailed two prescriptions for 30 
cc. of meperidine (Demerol) and 50 tablets of 
dehydromorthinone (Dilaudid) twice weekly to 
a traveling carnival worker he saw less than once 
a year; the Georgia doctor and his wife recently 
arrested for selling masses of amphetamine with- 
out question to truck drivers (their last sales of 
5,000 and 10,000 tablets respectively having been 
made to federal inspectors), and the physician 
convicted of income tax evasion in 1958 for fail- 
ing to report a small fortune obtained from sup- 
plying a list of 140 addicts with narcotics. 

There is an excess of examples from history and 
current experience to prevent anyone from falling 
into the free narcotic trap again. Yet the unwise 
among us still promote public clinics. A recent 
popular book by a New York judge, for example, 
claims we could solve our whole problem by 
legalizing narcotics. 

The judge lauds the British “system” and 
likes to pretend that one exists. New York Mirror 
columnist Lee Mortimer, however, observes the 
London press is not similarly impressed. “‘BRIT- 
AIN Is DRUG MAD AND It’s Six TO ONE THAT 
INCLUDES YOU,” he quotes a recent London 
headline. And then this follow-up story, ‘“Over- 
worked, underpaid National Health doctors with 
no interest in their patients prescribe dope for 
everything, so if you aren’t a junkie before you go 
to one, you probably will be when you finish.” 

The judge praises the British “system,” appar- 
ently ignores the problems associated with gov- 
ernment-approved narcotics. Perhaps it is this 
blindness that makes it possible for those who 
agree with his philosophy to promote a fallacious 
concept that could conceivably ruin our country. 
On the other hand, as Commissioner Anslinger has 
remarked, it is possible this is a group of peren- 
nially angry young men now old enough to know 
better but still spouting like teen-age beatniks. 
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If they are, they have company. Life staff 
writer Paul O’Neil recently interviewed Allen 
Ginsberg, an articulate, beatnik poet who also 
functions as an outspoken leader for the cult—a 
leader who reputedly insists Americans have the 
constitutional right to all the narcotics they want. 

Ginsberg seems enraged because the use or 
possession of marijuana is illegal. There is a plot, 
he is reported to insist, between the Bureau of 
Narcotics and the Mafia to keep the price of nar- 
cotics up. Only political veniality prevents legal- 
ized addiction and cheap narcotics for American 
addicts. 

The cry is familiar. 

The beatniks are a peculiar lot, O’Neil ob- 
served after his interviews. With tongue in cheek 
he noted that in an age of supermarkets the beat- 


niks prance and gesture living in poverty; in an 
age of “‘togetherness,”’ they have rejected the ad- 
vantages of the suburbs; in the age of Vic Tanny, 
they babble of marijuana and mescaline, howling 
about their misshapen souls. 

A hundred million squares must ask them- 
selves, O’Neil concludes, “‘What have we done to 
deserve this?” 

With the potential of spreading the worst 
plague this nation has ever known by inept pro- 
motion of “approved narcotics” and “approved 
addicts,”’ a hundred million squares may some- 
time have occasion to ask themselves, ““What 
have we done to deserve ‘free’ narcotics?” 


(This is the second of two articles on “‘free’’ narcotics. The 
first appeared in the May GP.) 


Alcoholism in Industry 


ALTHOUGH evidence is rather meager, we know the problem drinker is a definite 
personnel problem for employers. Even though he is only in the middle stages of his 
malady, not a full-blown, chronic alcoholic, his work efficiency is materially damaged, 
and often he can be a definite financial liability. Alcoholism in industry is a disorder 
of the mature years, the time of maximum work expectancy. 

Conservative estimates of the number of employees who are alcoholics center 
around 2 million, and there seems to be good evidence that they are present in sub- 
stantial numbers in all occupational and industrial groups. 

Something is being done for this type of employee. Numerous companies have a 
definite rehabilitation policy with specific procedures for implementing it. Most 
companies with a policy concerning treatment will, under certain circumstances, 
discharge an employee because of his drinking. 

The inebriate with a high-status job has more ‘“‘on-the-job absenteeism” than the 
low-status worker. There is little evidence that the accident rate for the problem 
drinker is higher than that of other workers. 

A start has been made on developing more accurate data about such work expe- 
riences as accidents, absenteeism, and coverup. In short, what we know about the 
industrial aspects of alcoholism is slowly increasing. Soon we may be able to describe 
the job aspects of alcoholism more accurately.—H. M. TRICE, PH.D., Pub. Health 


Rep., 74: 153, 1959. 


GP June 1960 


= | 


Handling Health Insurance Forms 


LOIS LAMME 


A maze of health insurance forms often 
creates an harassing situation 

in the busy doctor’s office. 

The following article will help clarify some 
of the doctor’s problems and will serve 

as a guide for his aide. 


MANY OF THE 123 million persons protected by 
some form of voluntary health insurance forget 
what benefits their policies provide or how much 
protection they have. Faced with an emergency, 
these people will turn to their doctors and the 
doctors’ aides with their health insurance prob- 
lems. For these and other reasons, the family doc- 
tor and his aides should be conversant with the 
health insurance field. 

Doctors, often called upon to certify medical 
benefits, must realize that an increasing portion 
of their income is derived from insurance com- 
pany benefits (more than seven out of ten persons 
have health insurance protection). Furthermore, 
the growth of voluntary health insurance often 
has been cited as a safeguard against unwise com- 
pulsory health legislation. 


Health Insuring Organizations 


It is not surprising that health insurance has 
presented a complicated picture to the doctor 
and his aides. The health insurance movement in 
the United States developed haphazardly and its 
methods of organization were diverse. Today cov- 
erage is offered by: 
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1. Several hundred private insurance com- 
panies. 

2. Numerous loca] plans, including those spon- 
sored by industries, labor unions, rural coopera- 
tives and colleges. 

3. Eighty-three medical-society-approved Blue 
Cross plans (and 74 Blue Shield plans) in the 
United States and Canada. 

The picture is further complicated by newer 
and broader health insurance programs. The 
health insurance industry is aware of the com- 
plexities involved and is devising ways of easing 
the physician’s paper work. 


Types of Protection 


The doctor’s aide should be able to handle a 
great deal of the doctor’s insurance work. How- 
ever, she needs a clear-cut understanding of the 
types of protection available in health insurance 
policies. Despite the great variety of such policies 
available, they all fall into five fundamental types: 


1. HOSPITAL EXPENSE PROTECTION 


This pays for all or part of the insured’s hos- 
pital bills. It ordinarily allows a specific maxi- 
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mum daily rate and a maximum number of days’ 
care. Some plans also permit the patients to 
spread out the maximum number of dollars spent 
over a longer period of time. The amount of bene- 
fits paid depends upon the amount of coverage 
purchased and the hospital charge. 

Blue Cross is a voluntary association that pro- 
vides payments for specified hospital services to 
subscribers in participating hospitals. 


2. SURGICAL EXPENSE PROTECTION 


Benefits usually are payable in accordance with 
a schedule, contained in the policy, which lists 
most common surgical procedures and the amount 
payable for each. 

Blue Shield is a voluntary association to assist 
in paying charges for medical service, such as sur- 
gical expenses and in-hospital medical expenses. 
Blue Shield plans sometimes are called the “‘doc- 
tor plans,’”’ as each is sponsored or approved by a 
county or state medical association. 


3. REGULAR MEDICAL EXPENSE PROTECTION 


This pays medical bills not involving surgery, 
including hospital, home and office calls—depend- 
ing on the type of policy—special laboratory fees, 
charges for x-ray, pathologic examinations and 
physicians’ fees. 

Thais is the type of health insurance policy that is 
of greatest benefit to general practitioners. 

Although fewer people are protected against 
regular medical expenses than against hospital 
and surgical expenses, this type of coverage is 
growing. At the end of 1958, there were 25 times 
as many persons with regular medical expense 
protection as at the end of 1940. 

Greater numbers of regular medical expense con- 
tracts provide protection for costs of items such as 
diagnostic x-rays, examinations and lab fees. 


4. LOSS OF INCOME PROTECTION 


These policies provide cash benefits (for a spec- 
ified period, sometimes for life) to employed pol- 
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icyholders who become disabled to the extent 
that they cannot work. Sickness benefits often 
do not start until a week or so after the onset of 
illness. Benefits in accident cases often begin at 
once. The waiting period can be tailored to fit the 
need and resources of the employee or employer. 


5. MAJOR MEDICAL EXPENSE PROTECTION 


This is a new type of insurance, sold separately 
(or to supplement other hospital, surgical and 
medica] insurance) to cover major hospital and 
medical expenses—including prescribed drugs, 
private nursing, etc. Often it is called “cata- 
strophic” coverage. 

Major medical covers expenses over a certain 
deductible amount, which may range from $100 
up, or a basic percentage of salary. This coverage 
provides that the company will pay a certain 
percentage (usually 75 to 80 per cent) over and 
above the deductible amount, and that the pa- 
tient will pay the remainder of his expenses on a 
coinsurance basis, up to a maximum of $5,000 to 
$10,000. 

It is not ordinarily necessary to purchase differ- 
ent policies to obtain these five separate types of 
coverage. Two or more are often provided by 
single policies. However, some companies provide 
sickness and accident benefits in separate policies. 

Comprehensive insurance is a new concept in 
group insurance. This includes major medical and 


- basic hospital and surgical coverage. 


Benefits from Other Insurance 


There is sometimes confusion when doctors 
and their aides regard insurance as an all-inclu- 
sive term. On occasion they forget that different 
forms are required to settle cases covered by 
compensation, other types of insurance and 
Medicare. 

In addition to health insurance, patients some- 
times receive benefits from other types of insur- 
ance. These are described here in order to present 
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a comprehensive picture of all types of insurance 
forms with which the doctor and his aide will 
deal: 


1. WORKMEN’S COMPENSATION INSURANCE 


This protects wage earners, under state laws, 
against loss of wages and medical expenses result- 
ing from occupational accident or disease. 


2. GROUP OR INDIVIDUAL ACCIDENTAL DEATH AND 
DISMEMBERMENT INSURANCE 


This coverage is provided by many employers 
as part of their group insurance program for em- 
ployees, lump sums being paid in case of acci- 
dental Joss of life, limb or sight. 


3. LIABILITY INSURANCE 


This insurance includes policies for auto, busi- 
ness and residence liability. Policies often include 
benefits for medical expenses payable to indi- 
viduals injured on the insured’s property, with no 
regard to his Jegal liability for the accident. 


4. LIFE INSURANCE 


Life insurance policies sometimes provide 
monthly cash benefitsif the policyholder becomes 
permanently and totally disabled. Payments are 
sometimes used for expenses connected with the 
insured’s last illness. 


5. PERSONAL ACCIDENT INSURANCE 


This is a form of special risk insurance provid- 
ing benefits for death, loss of sight or limbs, loss 
of time and medical care costs. 

Medicare is a government program designed 
to provide medical care, from both military and 
civilian sources, for the dependent spouses and 
children of members of the armed forces. 


Simplified Claim Forms 


The health insurance industry has done a great 
deal to eliminate the paper work required in the 
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FIGURE 1. The Health Insurance 
Council recommends that partici- 
pating companies place this iden- 
tifying mark on their standard- 
ized claim forms. 


*(This form should be completed immediately and returned to the patient or, employer, or company, os appropriate) 


= 
Nature 
(1) Patient's nome 
condi 
(2) Nature of sickness or injury (Describe licati: if any) ay 
frocty 
(3) Did this sickness or injury arise out of patient's employment? Yes............ NO... wes 
if “Yes,” explain thew 
When 
disability due to pregnancy? Yes............ No........... 
if “Yes,” what wos date of of preg id LS 
“yes, 
(4) Nature of surgical or obstetrical procedure, if any (Describe fully) 
‘cond 
(5) Date d 
*Charge for this procedure $. teed 
*Where perf d if in hospital, de 
(6) Give dotes of treatments: *Charge Per Coll 
Office $. 
Home 
Hospital ache 
or, *Give dates of treatments and fees charged: Dates 
Dote Treated ot Fee 
Treated Home Hospitol Office Charged 
= 
— 
poly di 
(7) *Whot other services, if any, did you provide patient? (itemize, giving dates and fees) nm Cc 
en 
(8) The patient hos been continuously disabled (unable to work) 
If still disabled, wher should patient be able to return to work?. = 
(9) Remarks: 
Date. Signed WO. 


‘(Attending Physicion) 


*Te be included of compony's option. Phone 


| 


FIGURE 2. The basic attending physician’s statement for group 
accident and health insurance is GD-1, above. 
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doctor’s office. A group of insurance associations, 
in 1946, formed the Health Insurance Council to 
provide better liaison between doctors, hospitals 
and the industry. One of HIC’s projects has been 
development of simplified, standardized claim 
forms. The council worked closely with an AMA 
committee in developing a set of standard ques- 


(COMPANY NAME) 
ATTENDING PHYSICIAN’S STATEMENT 
— ACCIDENT OR SICKNESS — 


(individual Insurance) 
opriete) 
snome Age 
ature of sickness 
Ju ony) 
condinon due to pregnancy? Yeo NeD 
‘yes, whet wos approximate dete of commence- 
fracture or dislocation, state whether complete or 
fracture of long bones, state type and location. 
Was it confirmed by X-ray? Yao 
When did symptoms first appear or accident happen? Date vw 
When did patient fint consult you for this condition? Dote w 
ever hed some or condition? Yeo 
pi “yes,” state when ond describe) 
other disease or i 
or infirmity affecting prev 
of surgi 
for this procedure and date performed. Dore 


Where performed? 


dotes of treatment. “Charge Per Cott 
Office 
Home s 
Hospital $ 
catient still under your care for this condition? NeD 
duchorged, give date. Dote w 
hospitalized, give name and address of 
Mospitel City Store 
Date Dote 
Admined w Discharged 
Hew long wos or will patient be continuously totally 
Prabled (unable to work)? From through 
occident) how long wos or will petient be por- 
disabled? From through 
uchness, wos patient confined the house? (if ve ‘No 
sickness erising out of po- NeO 
Ves." explain 
REMARKS: 
“Degree 
Signed “MD. 
“(Attending Physicion) 


above. 
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FIGURE 8. The basic attending physician’s statement for indi- 
vidual and family accident and health insurance is ID-1, 


tions in a standard sequence for insurance com- 
pany claim reports. These are appropriate for 
most types of accident and health insurance pol- 
icies. 

TWO BASIC FORMS 


Questions were devised to satisfy the require- 
ments of many companies. From a prodigious 
amount of study, the committee developed two 
basic simplified forms, GD-1 for group insurance, 
and ID-1 for individual insurance policies. 

Insurance companies may often vary the size 
and color of their forms, but the Uniform Forms 
Committee of the council has recommended that 
they use identical language in the questions and 
that they keep the questions in the same sequence. 

In order that the doctor might recognize these 
forms more easily, the council added its symbol 
(Figure 1). 

The simplified forms had been accepted in 1958 
by writers of about 80 per cent of the group in- 
surance volume, and about 50 per cent of the in- 
dividual insurance volume. The council empha- 
sizes that it will take time for the forms to become 
more widely adopted, but it believes they repre- 
sent a major step in easing the doctor’s insurance 
workload. 

One executive of a leading insurance company 
has predicted that disreputable companies will 
fight standardization of forms, and that to a doc- 


tor a “‘red flag’’ will go up whenever a company 


refuses to use standardized forms. 

The Attending Physician’s Statement GD-1 
(Figure 2) contains all of the questions that are 
normally needed in establishing proof of loss 
under group hospital, medical, surgical and Joss 
of income insurance (including initial and con- 
tinuing proof of disability). 

The Attending Physician’s Statement ID-1 
(Figure 3) is used for individual or family acci- 
dent and sickness coverage. 

These two basic forms contain the maximum 
number of questions needed to meet most com- 
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panies’ claim requirements. However, some com- 
panies have eliminated questions they do not 
need, with the remaining questions retaining the 
standard wording and sequence. 


INSTRUCTIONS FOR USE OF FORMS 


The following instructions are required for use 
of these basic forms: 

All applicable questions should be thoroughly 
filled out in order to properly identify the patient 
and define the loss. For instance, the patient’s 
age has an important bearing when persons in the 
same family, or even unrelated persons, have the 
same name. Also, a person’s age may determine 
his eligibility for benefits. 

In most cases a statement of the nature of the 
sickness or injury may be all that is needed; how- 
ever, questions about sickness or injury arising 
from the patient’s employment are necessary be- 
cause many companies exclude occupational ill- 
ness or accident to avoid duplication of work- 
men’s compensation benefits. Other questions 
relating to pre-existing or related conditions are 
asked on the individual forms. 

In still other questions, the physician must 
describe the services provided or prescribed, and 
the charges for these services. The amount of 
the benefit is determined from this information. 
Question 8 on the group form and questions 11, 
12 and 13 on the individual form provide infor- 
mation needed to determine the loss of income 
benefits. 

For other claims, where less information is re- 
quired than on the basic forms, e.g., disability 
claims, the committee devised abbreviated forms 
for the two kinds of coverage: (1) for group in- 
surance: the Attending Physician’s Supplemen- 
tary Statement (GDS-1) and the Surgeon’s State- 
ment (GS-1); (2) for individual insurance: the 
Attending Physician’s Supplementary Statement 
(IDS-1) and the Attending Physician’s State- 
ment (Individual, Hospital or Surgical) (IPHS- 
1). 


160 


Releasing Information 


Good public relations ensue when doctors and 
their assistants handle sickness and accident ben- 
efit forms with dispatch. Patients always are 
anxious to receive their benefits. Other informa- 
tion, however, should be released to insurance 
companies with care. Frederick and Towner give 
pertinent advice about this in their book The 
Office Assistant: “Information should not be re- 
leased to insurance companies without proper 
authorization. If a company telephones for some 
medical information, the aide should indicate 
that the office will furnish this if the company 
supplies proper authorization for its release.” 


Filing Claims 

Doctors and their aides may have to advise 
some of their patients how to file a claim for 
health insurance benefits. First, the insured must 
prepare a “preliminary notice.” Usually this must 
be filed with the insurance company within 20 
days after inception of the disability, or soon 
thereafter. This notice may be given either to the 
company representative or directly to the com- 
pany’s home office. 

Meanwhile, the company will check its records, 
and the insured will be given a form which asks a 
number of questions needed for determining ben- 
efits. The insured will need to answer these ques- 
tions fully and usually will need a statement from 
his physician on the benefit application form. 
Depending on the type of insurance, the patient 
can secure the physician’s statement and mail it 
to the company, or the physician can complete 
the form and mail it in. 

In the case of group insurance, information 
from the employer is needed. The employer usu- 
ally has to answer a few questions on the benefit- 
application form, e.g., whether the illness or in- 
jury occurred on or off the job. In many of the 
larger employer’s group insurance programs, the 
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employer maintains many of the records and does 
much of the clerical work of determining benefits. 
The employer fills out forms certifying the em- 
ployee’s insurance benefits. In such cases, the pa- 
tient will secure the physician’s statement and 
give this to his employer. 

Patients may need to be reminded that when 
they go to the hospital, the insurance company 
ordinarily will need information from the hos- 
pital. This will include such information as the 


date and time of the patient’s admission and dis- 
charge and the amount of the bill. The insured 
may wish to assign his benefits to the physician 
or hospital. This arrangement facilitates hospital 
admission. 

With more than 71 per cent of the total United 
States population covered—and the number of 
individuals covered increasing substantially each 
year—it is obvious that this is an area in which 
doctors and their aides must be most efficient. 


WHAT OTHERS ARE SAYING... 


“‘THE GENTLEMEN who advocate a general practice section for training and a general 


Time to Grow 


speedup in the making of a good generalist ignore some basic premises. . . 
“First, a man is planted in a few minutes, protected by the womb for a few months, 


but it is many years before we see a mature paragon of our species, physician or 
otherwise. Secondly, I believe all the time spent in the arts and sciences by the college 
student furthers the maturation of the whole man who wants to be a good physician, 


generalist or otherwise. 


“T agree that we should try to get better generalists, but we should be careful when 
we disrupt the style and tradition which has done very well. The embryonic generalist 
needs all the contact he can get with the great teachers who are mainly specialists in 
the classical department of medicine. In the green years of general practice I remember 
two helpful axioms which kept me and my patients out of trouble again and again; 
one, ‘With few exceptions, never put a strong ointment on an acute dermatitis,’— 
Ormsby, and ‘Pain in the right lower quadrant is acute appendicitis until proven 
otherwise,’ so doggedly repeated by Dean Seabrook. 

“After 20 years, if I were to go this way again and want to do general practice, I 
would want an arts or science degree before starting medicine, the year internship 
followed by a year in internal medicine, a year in general surgery and at least six 
months in Ob-Gyn—and then general practice where I was needed and let the arteries 
harden as they may. A generalist can do good surgery, be a fine diagnostician and do 
obstetrics well, but it is highly unlikely if he has not been exposed well to some of the 
masters in the traditional departments of specialty teaching. 

“«*We must try to do better,’ as Voltaire said, but in our haste we must not develop 
generalists without culture and intelligence or we will be making youthful monsters 
rather than mature physicians. We should make the training better, but this training 
should be longer, not shorter, if we are to have whole men who can practice general 
medicine well . . . Speed the process . . . to fit the frantic patterns of our times, dis- 
regard what...well-established departments of medicine have to offer. ..in their present 
form, and in my opinion you will have inferior men to meet the very difficult days 
ahead ...’”-— WILLARD M. PETERSON, M.D., Northwest Medicine, Vol. 58, No. 6, page 786. 
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Uniquely practical—designed specifically for the general practitioner 


Written from the author’s long experience in general 
practice, this new book reflects an intimate knowledge 
of the family physician’s daily diagnostic problems 
and offers sound, ready-to-use help on solving these 
problems. In an informal style, with the help of simple 
line illustrations, Dr. Williamson details those diag- 
nostic techniques that can be performed right in your 
own office. 


The book is based on 97 signs and symptoms commonly 
presented by patients. With rare understanding the 
author takes you back from each symptom to its 
probable causes—and clarifies the pros and cons of 
the situation so that you may arrive more easily at a 
tenable diagnosis. 


Here are just a few of the 97 symptoms that are used 
as starting points in this practical book: 


Headache Heart Murmurs 
Hypertension Alteration in Cardiac 
Papular Rash Rate and Rhythm 
Pain About the Face Epigastric Pain 
Pain in the Side of Constipation 

the Chest Incontinence 
Anorexia Pain in the Breasts 
Cough Leukorrhea 
Cyanosis Acute Knee Pain 


For each symptom, where pertinent, Dr. Williamson 
gives you definite and usable help on: 

1. The more probable causes or etiologic agents. 

2. Effective techniques for taking the patient’s history 
. . » Questions to be put to the patient presented in 
“ready-to-ask”’ detail . . . The significance of the pa- 
tient’s answers. 


Williamson’s Office Diagnosis . 
Williamson’s Ofice Procedures 


Name 


TODAY! 
W. B. SAUNDERS Company West Washington Square, Philadelphia 5 


Please send me and charge my account: 


PAUL WILLIAMSON, M.D. 


8. The general examination of the patient . . . The 
significance of the findings. 

4. Special examination and mechanical diagnostic pro- 
cedures—with frank evaluation of the help that may 
be obtained from x-ray, laboratory tests, proctoscopic 
examination, etc. 

5. Changes in the patient’s symptoms that occur with 
passage of time. 

6. Indications for the therapeutic trial of some drug 
where this can be helpful . . . Interpretation of possi- 
ble results. 

7. Consultation with specialists. 

8. Diagnostic pitfalls to be avoided . . . Complications 
of the disorder to look for once the diagnosis is made. 


If you are familiar with Williamson’s Office Procedures, 
you know the kind of useful, down-to-earth help to 
expect from this new volume. You'll find yourself 
referring to its practical hints again and again as new 
diagnostic problems present themselves. Order your 
copy today! 

By PAUL WILLIAMSON, M.D. About 488 pages, 8° x 11’, with about 350 
illustrations. About $12.50. New - Just Ready! 


Equally Valuable to the GP! 
Williamson’s 
OFFICE PROCEDURES 
Simple and effective management 


of 171 everyday disorders 
$12.50 
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Physiology of Cardiac Surgery. 
By Frank Gollan, M.D. Pp. 96. Price, $4.50. Charles C 
Thomas, Springfield, Ill., 1959. 


“SURGEONS who work under the relentless pressure of 
clinical urgency are suddenly faced with the most 
intricate and still unsolved physiologic problems.” 
After this statement in the preface to his book, Dr. 
Gollan, research associate in surgery at Vanderbilt 
University, presents a summary of the present phys- 
iologic theory of hypothermia, extracorporeal circula- 
tion and extracorporeal cooling in the practice of 
cardiac surgery. 

In this almost purely theoretic discussion that 
would be of interest primarily to the cardiac surgeon 
or physiologist, the author discusses the problems 
encountered in the highly controversial procedure of 
reducing body temperature and suggests that further 
investigation of several still unresearched areas could 
prove hypothermia to be a valuable operative pro- 
cedure. 

The substitution of a mechanical device for the 
function of the heart and lungs is presented primarily 
in terms of the equipment used, together with 
general and specific organ perfusion. Extracorporeal 
cooling is covered on the basis of its value in elective 
cardiac arrest. 

This volume is recommended as a reference work. 

—S. A. GARLAN, M.D. 


Hey Groves’ Synopsis of Surgery. 
By Sir Cecil Wakely. Pp. 650. Price, $8.50. Williams & 

Wilkins Company, Baltimore, 1958. 

IN compiling the material for this book, the author has 
selected salient information on conditions and diseases 
requiring surgery. The text serves as an abridgment of 
a complete treatise on surgery. 

In 650 pages, the book covers practically all condi- 
tions which respond to surgical treatment. The bold- 
face headings with marginal indentations facilitate 
quick reference to the main points of operations and 
conditions requiring surgery. The text is especially 
suitable for use by busy general practitioners and 
students; its brevity makes it an ideal memory- 
refresher. 

The material on etiology, symptoms, physical signs, 
diagnosis, prognosis and treatment, with descriptions 
of operative techniques, is arranged in such a concise, 
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methodic manner that the work is valuable to every 
physician, particularly since it has been revised and 
kept up to date. 

Recent advances in vascular and chest surgery are 
outlined, as well as changes in surgical treatment de- 
veloped after the advent of antibiotics. For more de- 
tailed discussion, one would have to refer to treatises 
on the subject; only the main points are covered here. 

The author of this book is well known and highly 
respected for his ability as a physician, surgeon and 
teacher in England and also in the United States, 
where he has appeared on the programs of medical 
meetings for many years. The preface to the book 
states that the material was compiled almost wholly 
from notes made by the author while preparing stu- 
dents for examinations. —R. L. CRAWFORD, M.D. 


Moloy’s Evaluation of the Pelvis in Obstetrics. 

2nd ed. By Charles M. Steer, M.D. Pp. 131. Price, $4. 

W. B. Saunders Company, Philadelphia, 1959. 

IN this second edition of the text which is fast be- 
coming the handbook for the recognition and han- 
dling of mechanically-complicated labor, Dr. Steer 
admirably carries on the work begun by himself, the 
late Dr. Moloy and others. 

Study of the relation of the size and shape of the 
pelvis to the management and outcome of labor has 
run the gamut in three generations. Elder practition- 
ers relied on their hands and clinical judgment in 
managing the course of labor; those of the middle 
generation probably used roentgen interpretation of 
pelvic size and shape too frequently, and younger 
physicians have begun to place x-ray pelvimetry in 


‘its proper place in the diagnosis of potentially ob- 


structed labor. 

Dr. Steer maintains this enlightened balance 
throughout his book. In the first portion he discusses 
types of pelves and component parts of these pelves 
together with clinical recognition of abnormal types. 
He states that ‘‘x-ray pelvimetry should be per- 
formed only in those cases in which clinical evidence 
of disproportion exists.” 

If this advice is followed, unnecessary films of 
pelves adequate for the passage of an average-size 
baby will not be taken and, conversely, when the 
progress of labor is obviously delayed, an early 
evaluation by x-ray will prevent an excessively pro- 
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longed labor, with its detrimental results to the 
mother and the baby. In the final chapter there is 
an excellent summary of indications and contraindi- 
cations for use of x-ray pelvimetry. 

Mention is not made of the reason for physicians 
to avoid unnecessary use of this diagnostic procedure: 
the cumulative exposure to ionizing radiation with its 
damaging effect on the maternal and the fetal ovaries. 
The current literature is filled with warnings; how- 
ever, when a definite indication for the procedure is 
present, x-ray pelvimetry should not be withheld any 
more than a gastrointestinal series should be withheld 
in the presence of melena. 

With the information available in this text, there 
should be no excuse for the 40-hour labor with de- 
livery from below of a stillborn infant with a tentorial 
tear, or worse, a living child who is spastic or men- 
tally inferior. — PHILIP S. CROSSEN, M.D. 


Clinical Neurophysiology. 

By John Marshall, M.p. Pp. 296. Price, $8. Charles C 

Thomas, Springfield, Ill., 1959. 
THE material in this book will acquaint the research 
worker as well as the practitioner in the neurologic 
field with the modern concept of clinical neuro- 
physiology. The first chapters would be of value only 
to the specialist and to those in research work. The 
book is of small advantage to the general practitioner, 
but it. would be of interest as a reference in a medical 
library. The book is easy to read and numerous un- 
complicated illustrations are used freely throughout 
the text. — DONALD F. CoBURN, M.D. 


Textbook of Pediatrics. 

7th ed. Edited by Waldo E. Nelson, M.D. Pp. 1,462. Price, 

$16.50. W. B. Saunders Company, Philadelphia, 1959. 
THIS textbook is as complete a coverage of pediatrics 
as a specialist or a general practitioner could require in 
one volume. It is well written, readable and practical 
in its point of view. The references to the doctor’s role 
in the patient-family-physician set-up, as well as in 
the patient’s treatment and emotional growth, are 
wholesome and instructive. 

The text is recommended to physicians who have 
any dealings with children. Besides the written ma- 
terial, there is a wealth of pictures, charts and graphs 
which are good visual aids. 
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Although this is a compilation of the work of 81 
contributors, it is well edited and flows as smoothly 
as if it were the work of one man. The ample index 
is clearly printed in regular and boldface type for 
differentiating main discussions from passing nota- 
tions. A few references are listed at the end of each 
main discussion. This system helps greatly in carrying 
the train of thought and lists of further reading ma- 
terial can be found without the need to thumb 
through the end of a chapter or the end of the book. 

— MARJORIE E. CONRAD, M.D. 


Vascular Spiders and Related Lesions of the Skin. 
By William Bennett Bean, M.D. Pp. 372. Price, $8.50. 
Charles C Thomas, Springfield, Ill., 1958. 
IN medical school days (and at a tenderer age in all 
probability), the author asked questions no one could 
answer but, unlike some who have done the same, set 
about trying to answer them for himself. He was 
intrigued by vascular spiders, so he “‘began to collect 
data, studying spiders whenever he found them, and 


ignored the boundaries between the sundry sundered - 


specialties of medicine.’”’ As an interlude, I should 
guess, in his continuing vigorous concern with spiders 
in particular and their every imaginable medical 
appurtenance in general, he has published what may 
be interpretéd as a thoughtful and carefully worked 
interim report (it is not a monograph) in which he 
has shown himself to be quite a gatherer and organ- 
izer of observations. 

He made no note, however (to be picayune) of 
the frequent concurrence in one individual of angio- 
mas of the scrotum and angiomas under the tongue, 
“caviar lesions” in his uninhibited nomenclature, 
although this was recorded long ago. Not so picayune 
is objection to his choice of the adjective ‘‘humoral’”’ 
as the key word of a boldface-capital chapter title, 
“Vascular Lesions Caused by Humoral Mechanisms.” 
While “humor” by etymology, as well as by physio- 
logic interpretations that are obsolete, refers to body 
liquids, its resurrection is as out of place as would 
be the use of “tetter,” etymologically an equally 
legitimate term for reference to any dermatitis that 
is vesicular. 

The book is more interesting than its mere subject 
matter. Free of the “it is believed” sort of jargon, 
the literate style reflects a vivid personality willing 
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to write, “I have believed . . .” or “I have seen...” 
—an observant, enthusiastic writer, here and there 
a bit theatrical, whose printed stream of thought 
rushes and sparkles, its fluency occasionally dis- 
tracted with alliteration or with Oliver Wendell 


Holmesian sonority when an idea to be conveyed - 


yields priority to the music of its conveyance, but 
on the whole disciplined by evident admiration for 
both fact and the king’s English. 

The author, himself well supplied with clinical 
acumen and sincere in his regard for the seeing eye, 
but holding no monopoly, commends these desiderata 
so eagerly as to be suspect of underestimating the 
supply of them in others. “Natural history in medi- 
cine must not go out of style,” ‘“The rediscovery by 
persons trained in the laboratory that the patient is 
a person...” and “Laboratory methods... may 
give us false security when we read more into a 
number or a chart than the method allows’’—such 
admonitions represent, I surmise, needless anxiety 
lest a next-generation bloodhound may have no nose 
and come from schoolteaching. Still, the expression 
of his viewpoint may succeed with its intended good 
influence, exhibiting, as it does, the exploring men- 
tality of a diligent scientist who, if he were William 
Harvey, would nevertheless wish he were more cre- 
ative than he is. 

This is a book to profit by and enjoy, for it is 
informative about vascular spiders and about many 
other things, too, all exciting because they are excit- 
ing to William Bennett Bean. 

— RICHARD L. SUTTON, JR., M.D. 


A Primer of Water, Electrolyte and Acid-Base Syndromes. 
By Emanuel Goldberger, M.D. Pp. 322. Price, $6. Lea 
& Febiger, Philadelphia, 1959. 

THIS book is an attempt by Dr. Goldberger to bring 

into focus the many and confused facts of terminology 

on water, electrolyte and acid-base disturbances in the 
practice of medicine. Dr. Goldberger has set a wide 

scope for himself in this book and, while it is called a 

primer on the subject, it is quite technical. The text 

is difficult to read with sustained interest. 

Dr. Goldberger has spent a great deal of time on 
the technologie aspects of the chemistry and physi- 
ology of his subject. The most useful parts of the 
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“Is there a new anorexiant on the market that would 
be more effective than the one that you are now 
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Edited by Walter Modell, M.D. 


Director, Clinical Ph logy and A iate Pro- 
fessor of Pharmacology, Cornell University Medical 
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cators. Just published. 1960, 958 pages, 6%" x 
9%", 24 figures. Price, $13.50. 
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the back of the book. 
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book are those in which he goes into specific recom- 
mendations that are applied to clinical practice. 

The printing is very good and the illustrations are 
primarily drawings and charts. 

It is doubtful whether this is a book of primary 
interest to general practitioners, except to those who 
feel they should make some attempt to catalogue the 
information on this subject. As a reference book, it is 
excellent. — NORMAN R. BOOHER, M.D. 


A Guide to the Identification of the Genera of Bacteria. 

By V. B. D. Skerman. Pp. 217. Price, $5.50. Williams & 

Wilkins Company, Baltimore, 1959. 

THIS paperback manual is intended primarily for 
use by microbiologists, research workers and teach- 
ers. It is definitely not designed for general prac- 
titioners. The volume contains general directions for 
identification of bacteria and lists of techniques 
which may be necessary for this purpose. The data 
presented are based on material in the seventh 
edition of Bergey’s Manual of Determinative Bacteri- 
ology and in other original papers which are specifi- 
cally referred to. 

The author intends this book to be a supplement 
to Bergey’s Manual and hopes that “its use will 
contribute materially to the development of future 
editions of the Manual.” 

— ROBERT W. WEBER, M.D. 


Differential Treatment and Prognosis in Schizophrenia. 

By Robert D. Wirt, PH.D. and Werner Simon, M.D. Pp. 

= Price, $6.50. Charles C Thomas, Springfield, Ill., 
THis book is a detailed report of a research project 
with acutely ill schizophrenic patients. It describes 
the treatment of patients admitted to a hospital with 
their initial schizophrenic reaction. 

Four groups of patients were treated respectively 
with chlorpromazine, with reserpine, by clinical judg- 
ment and by hospital routine. The research itself was 
very well designed and the results of the treatment 
procedures demonstrated that clinical judgment re- 
mains the best method for arriving at the proper 
treatment. They also showed that chlorpromazine is a 
Valuable drug in the treatment of schizophrenia. In 
addition, results demonstrated rather conclusively 
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that reserpine is contraindicated in the treatment of 
schizophrenia. I think that the chief value of this 
book is its description of an excellently-designed 
research project and its elaboration of prognostic 
factors in the course of schizophrenic illness. 

I believe that this book is not intended for the use 
of general practitioners but is written primarily for 
professional persons more closely allied with the field 
of mental illness. I believe, however, that the elabora- 
tion of prognostic factors in the book would be 
valuable for general practitioners who must refer 
patients for psychiatric treatment and who must 
explain to the family what can be expected from 
this treatment. — GEORGE L. PETERSON, M.D. 


A Handbook of Obstetrics and Gynecology for Nurses. 
By Douglas G. Wilson Clyne. Pp. 204. Price, $4. Wil- 
liams & Wilkins Company, Baltimore, 1958. 

HERE is an interesting, readable review intended for 

nurses preparing to take examinations in obstetrics 

and gynecology in England. The colloquialisms and 
the names of drugs and instruments are typically 

British. 
On the basis of the diagrams and the excellent out- 

line format, I could recommend its use for a quick 

review of many subjects in a short time. For the 
average student nurse, it would be helpful, if the 

British terms did not confuse her train of thought. 

—MARJORIE E. CONRAD, M.D. 


Hypertension. 
By John H. Moyer, M.D. Pp. 790. Price, $14. W. B. 
Saunders Company, Philadelphia, 1959. 

THIS symposium on hypertensive disease is most 

timely. The print is small but it is easily read. Each 

detail and concept is discussed astutely. The text is 
well indexed. 

Various ideas from different individuals are pre- 
sented, particularly on treatment. Causes for hyper- 
tension are given when they are known and the most 
prevailing theory is given when the causes are not 
known. The control and choice of regimen for the 
individualization of a particular case of hypertension 
are pointed out. 

Anyone interested in the physiology and pharma- 
cology of the normal body and also its departure from 
normal will be intrigued with this book. Even a doctor 
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who does not treat the highly complicated cases of 
hypertensive disease cannot avoid the problem com- 
pletely. A mild hypertensive state might complicate a 
surgical procedure. 

I recommend this book as a complete up-to-the- 
minute reference given to you by the outstanding 
leaders in the field. —HOLLAND T. JACKSON, M.D. 


Fundamentals of Otolaryngology. 
By Lawrence R. Boies, M.D. Pp. 510. Price, $8. W. B. 
Saunders Company, Philadelphia, 1959. 
THIS textbook is designed primarily for medical 
students and the nonspecialist interested in ear, nose 
and throat diseases. Emphasis is placed on funda- 
mentals in this field. The astonishing advances in 
otology, particularly in relation to surgery of the 
temporal bone, are discussed in practical fashion, 
aided by the clarity of the text and illustrations. 

The subject matter is systematically presented. 
The applied anatomy, physiology, history and meth- 
ods of examination and treatment, both medical and 
surgical, are clear and concise. 

There are 212 illustrations that enhance the value 
of the text. The type is large, clear and easy to read. 
The binding appears to be sturdy and durable. 

Recent surveys indicate that 25 per cent of the 
family physician’s practice is related to otolaryngol- 
ogy. To keep informed on what is new and practical 
in this field, this volume is highly recommended. 

—Louts H. WEINER, M.D. 


The Essentials of Roentgen Interpretation. 
By Lester W. Paul, M.D. and John H. Juhl, M.D. Pp. 839. 
Price, $25. Harper & Brothers, New York, 1959. 


THE authors and their staff cover a wide field of 
diagnostic roentgenology and place in one large, 
authentic volume the essential manifestations of dis- 
eases of the human body. This is indeed an encyclo- 
pedia of the roentgenographic examination, giving 
the indications for such an examination and what may 
be expected to be of value to the patient. Only the 
essential facts concerning roentgenographic examina- 
tions are given, with exclusion of symptoms and 
pathologic findings. If the reader is interested, he is 
expected to turn to other sources for more extensive 
reading. 

The illustrations are excellent and helpful in aug- 
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menting the text. This volume for quick reference to 
roentgen-ray procedures and diagnostic manifesta- 
tions would be valuable to the general practitioner, 
the hospital resident or the medical student. There 
are no lengthy literary discussions of case presenta- 
tions and, as the title indicates, the text is restricted 
to a brief discussion of roentgen manifestations of 
disease. —W. WALTER WASSON, M.D. 


Clinical Disorders of Hydration and Acid-Base Equilibrium. 
2nd ed. By Louis G. Welt, M.D. Pp. 336. Price, $7. 
Litile, Brown & Company, Boston, 1959. 

THE title of this book, Clinical Disorders of Hydra- 
tion and Acid-Base Equilibrium, is not quite accurate 
since, in the usual sense of the term, hydration refers 
only to water. Actually, the book covers clinical dis- 
orders of water and electrolytes, including the sub- 
ject of acid-base equilibrium. In the preface to the 
first edition, the author points out that the book 
represents ‘‘an attempt to examine the pathogenesis 
and treatment of disorders of fluid and electrolyte 
metabolism with reference to what is known and 
what may reasonably be inferred concerning the 
mechanisms that are responsible for the maintenance 
of normal volume, tonicity, composition and pH of 
body fluids.” 

Dr. Welt expresses a philosophy which I have 
enthusiastically endorsed: namely, that the tradi- 
tional view of disorders of the body fluids—which 
holds that pathologic alterations represent mecha- 
nisms peculiar to each disease—encourages an un- 
realistic therapeutic approach. This also makes it 
exceedingly difficult for the average practicing phy- 
sician to obtain a working knowledge of water and 
electrolyte disorders. 

The author’s approach, in both the first and second 
editions, has been to explore the basic mechanisms 
responsible for the clinical disturbances of water and 
electrolytes. In examining these mechanisms, he does 
an exceedingly thorough job—too thorough, in my 
opinion, for most practicing physicians. His treat- 
ment of the subject, in both the physiologic and 
clinical sections, is scholarly from the viewpoint of the 
academician rather than from that of the practicing 
physician. 

The book is well bound. The minimal number of 
illustrations are in the style of charts and diagrams. 
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Helps you 


take the misery out of menopause 


as hormones alone often don’t do 


Fast-acting Milprem directly relieves 


both emotional dread and estrogen deficiency 


Dosage: One Milprem tablet t.i.d. in 21-day courses 


with one-week rest periods; during the rest 
periods, Miltown alone can sustain the patient. 


Composition: Miltown (meprobamate) + conjugated 
estrogens (equine). 

Supplied: Milprem-400, each coated pink tablet 
contains 400 mg. Miltown and 0.4 mg. conjugated 
estrogens (equine). Milprem-200, each coated 
old-rose tablet contains 200 mg. Miltown 

and 0.4 mg. conjugated estrogens (equine). 

Both potencies in bottles of 60. 
Literature and samples on req 


(Miltown® pius natural estrogens) 


Many physicians find that estrogen therapy is 
not enough for the woman who is also filled 
with anxiety by her menopause. Her emotional 
dread may make her so miserable that it 
becomes a real clinical problem. 


This is where Milprem helps you so much. It 
calms the woman’s anxiety and tension; pre- 
vents moody ups and downs; relieves her 
insomnia and headache. At the same time, it 
checks hot flushes by replacing lost estrogens. 
The patient feels better than she did on estrogen 
therapy alone. And your counsel and your 
assurances can now help her make her 
adjustment much faster. 


(f° WALLACE LABORATORIES / New Brunswick, N. J. 
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Practitioner’s Bookshelf 


The bibliography is comprehensive. The well-written 
text is characterized by precise word choice and 
logical sentence structure. 

In my opinion, this book is not of value for general 
practitioners. It should be of interest to medical 
students, whose study of basic physiology is fresh 
in their minds. In tying in clinical disorders with 
basic physiology, the book should render such stu- 
dents a real service, for it should help close the 
hiatus between premedical physiology and the water 
and electrolyte disturbances observed during the 
clinical years. 

The book should also be of interest to physiolo- 
gists, internists, investigators and others especially 
interested in the field of water and electrolytes. It is 
an excellent reference book, particularly when one 
desires to delve into the underlying physiology of 
specific clinical disorders. There are other texts on 
water and electrolytes, however, that are more accu- 
rately beamed at the needs of the nonmathematically- 
oriented practicing physician. 

—W. D. SNIVELY, JR., M.D. 


Clinical Prosthetics for Physicians and Therapists. 

By Miles H. Anderson, Charles O. Bechtol, M.D. and 

Raymond E. Sollars. Pp. 398. Price, $10.50. Charles C 

Thomas, Springfield, Ill., 1959. 

AMERICAN emphasis on prosthetics research began 
in 1948, when three airmen who were amputees had 
an appointment to see General H. H. Arnold, com- 
manding general of the Army Air Force. The pros- 
thetic devices the men used were heavy, clumsy and 
lacking in function. With typical directness General 
Arnold said, “I’ve spent my life seeing that our Air 
Force men had the best airplanes, the best gasoline, 
the best training, the best of everything. These men 
will have the best artificial arms and legs.” 

This book had its origin, then, in 1945 in a new 
program under the National Academy of Sciences- 
National Research Council, with a group of experts 
first known as the Committee on Prosthetic Devices, 
then as the Committee on Artificial Limbs and 
finally as the Prosthetics Research Board. The leader 
of the group since its inception has been Brigadier 
General F. S. Strong, United States Army, retired. 

Starting in 1948, this cooperative research and de- 
velopment program was financed by a $1 million 
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annual appropriation to the Veterans Administra- 
tion. Since then, the Children’s Bureau, the Office 
of Vocational Rehabilitation and the National Insti- 
tutes of Health have also participated. As a result 
of this effort, amputees in the United States have 
available to them the finest artificial devices that 
have ever been known. 

Concurrently, specialized training courses have 
been started in New York, Chicago and Los Angeles 
to inform surgeons, physical and occupational thera- 
pists, prosthetists and others on the latest methods 
of making the most effective use of these new re- 
search developments. Clinical Prosthetics for Phy- 
sicians and Therapists in the soft copy is used as the 
basic text for all disciplines at the three schools and 
it is gratifying to know that it can now be obtained 
by the general medical public. 

Book One emphasizes the upper extremity; Book 
Two deals with the lower extremity. Each section 
utilizes the multidisciplinary aspects of knowledge, 
fabrication and treatment, with all combined for the 
best possible patient care. 

I would like to commend the authors on a fine job 
and I know that this book will take its rightful place 
in all rehabilitation book collections in this country 
and abroad. —Howarp A. RUSK, M.D. 


Modern Chemotherapy of Tuberculosis. Antibiotics Mono- 

graphs No. 11. 

By Roger S. Mitchell, M.p. and J. Carroll Bell, M.p. Pp. 

109. Price, $4. Medical Encyclopedia, Inc., New York, 

1958. 

IN the present stage of tuberculosis treatment, the 
general practitioner is being called upon more and 
more to handle this disease on a home treatment 
basis. This excellent, easy-to-read monograph is a 
thorough review of the modern chemotherapy of 
tuberculosis. Although the print is somewhat small, 
the graphs and charts are extremely helpful in pre- 
senting comparative data on one page. The bibliog- 
raphy is extensive. 

For the physician who wishes to use chemotherapy 
in tuberculosis treatment, this volume summarizes its 
current status in a most satisfactory manner. I recom- 
mend this book highly to general practitioners who 
care for tuberculous patients. 

— RICHARD P. BELLAIRE, M.D. 
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Various Prepaid Insurance Plans Being Pioneered in Dental Field 


Some 200 Plans Developed for 600,000 Americans 


THE IDEA of prepaid health insurance, already 
popular for medical, surgical and hospital needs, 
is gaining in yet another field, dentistry. 

The first dental plan started about five years 
ago and since then 200 such schemes have de- 
veloped. Currently, some 600,000 Americans 
participate in prepaid dental plans. 

Because the area of dental insurance is new and 
virtually unexplored, a uniform type of plan has 
not evolved. Several types of prepaid plans now 
in operation vary from dental service corpora- 
tions sponsored by state dental societies to union- 
owned dental clinics with salaried dentists. 

Plans for private group dental insurance, how- 
ever, are developing. In Pennsylvania, for exam- 
ple, the Dental Supply Company and the Con- 
tinental Casualty Company have devised a three- 
year experimental group coverage plan whereby 
the employees of the supply company and their 
dependents—numbering 3,500—pay 20 per cent 
of their dental bill and the insurance company 
pays the remaining 80 per cent. The supply com- 
pany has alloted $500,000 to cover the cost of the 
dental care. Each employee can choose his own 
dentist. 

The insurance company is using this experi- 
ment to determine workable premiums and ade- 
quate coverage for dental needs. It is difficult to 
figure the average dental costs because dentists 
must incorporate a large expense for equipment 
and materials plus the common consideration of 
time in their fees. 

Unions, particularly the AFL-CIO, plan to seek 
dental insurance as a fringe benefit of work con- 
tracts negotiated in the next ten years. 

In the area of union-management sponsored 
dental plans, a group of 2,000 supermarket opera- 
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tors in Southern California contribute to a trust 
fund for dental care for their 45,000 employees. 
By 1962 these employees will put five cents for 
every man-hour worked into the plan. 

The dental societies of three western states 
have contracted with the Longshoremen’s Union 
to give prepaid dental care to children of the 
members. In this plan, the dental societies have 


ADA Headquarters— This new headquarters building in Chi- 
cago is the home of the American Dental Association which 
opposes closed panel practice insurance programs. 
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Mrs. M. R., 75-year-old 
underweight patient: 


Puts on 13% needed pounds 
in just 6 weeks; 


4 


forces mercury column 14 mm. 


higher in cuff-compression test 
of muscle strength; 


‘feels better than she has 
in 2 years. 


Photos used with permission 
of the patient. 


a NEW JERSEY 


New Dianabol 
converts protein 

to working weight 
in wasting or 
debilitated patients 


Dianabol is a new tissue-building agent with distinct 
advantages over previous compounds of this type. 


By aiding the deposition, synthesis, and utilization of 
protein, Dianabol affords these benefits in the underweight 
elderly patients with or without serious disease and in 
patients who are chronically ill or convalescent: 


¢ Rebuilds tissue and improves appetite, thus promoting 
lean weight gain. 

¢ Restores tone to weak, flabby musculature. 

¢ Speeds healing of wounds; hastens postoperative 
recovery and convalescence from a variety of diseases. 

¢ Strengthens skeletal structure; often relieves pain 
and increases mobility in osteoporosis. 

¢ Improves general physical status; helps to revive a sense 
of well-being. 


Economical, convenient to administer, and almost without 
virilizing effects, Dianabol overcomes the disadvantages 
that have restricted use of tissue-building compounds in the 
past. Older patients, whose funds are often limited, 

will particularly welcome the low cost of Dianabol 
therapy, 


Complete information available on request. 
SUPPLIED: Tablets, 5 mg. (pink, scored); bottles of 100. 


New, orally effective tissue builder 


Converts protein to working weight 
in wasting or debilitated patients 
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News 


set up dental service corporations to contract 
dentists for their services. The union welfare fund 
pays the corporations who in turn pay the par- 
ticipating dentists set fees. 

Several independent nonprofit groups (also 
called “third party plans’’) offer dental care plans. 
Two such groups in New York, the Group Health 
Insurance Plan, Inc. and the Dental Insurance 
Plan, Inc. charge premiums of $70 to $75 per 
family. 

The subscriber pays any part of his dental bill 
not covered by the insurance; but if the sub- 
scriber’s income is less than $6,000, the dentists 
participating in the plan agree to accept the set 
fee of the plan as full payment. The Group Health 


Dental Insurance Plan claims 4,000 participating 
dentists and on this basis denies any limitation 
of free choice of dentist. 

Still another variety of dental plan is one 
sponsored by the Group Health Association of 
Washington. This group operates a dental clinic 
to serve its subscribers. Known as a “closed panel 
practice” the Washington plan employs 14 
salaried dentists. 

The American Dental Association opposes the 
closed panel practice insurance plans and de- 
clares its aim is to encourage dental plans with 
participation by dentists in private practice 
rather than the establishment of facilities for 
special groups using salaried dentists. 


Trends and Events in the Nation 
From GP’s Special Washington Correspondent 


GOVERNMENTAL vigilance against dubious adver- 
tising claims for medicines and devices is keeping 
Federal Trade Commission investigators busier 
than ever. Actions in recent weeks included the 
following: 

A complaint was filed against Stauffer Labora- 
tories, Los Angeles, Calif., that its so-called Magic 
Couch is incapable of bringing about the weight 
loss claimed in advertisements. 

A consent order was approved under which the 
Dahlberg Co., Golden Valley, Minn., will refrain 
from making claims for its hearing aids which 
FTC contended were unjustified. Products in- 
clude Miracle Ear, Solar Ear'and Optic Ear. 

Receipt was acknowledged of a formal denial 
by Waterman Drug Co., Detroit, Mich. of allega- 
tions made by FTC that “Cel-Ate Tablets” are 
the subject of false and misleading advertising. 
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’s Capital 


Responding to the federal agency’s assertion that 
the tablets will not cure ulcers as claimed, the 
Detroit firm said it ‘verily believes that the dimi- 
nution of pain accomplished by Cel-Ate can like- 
wise diminish the worry over pain and the source 
of the ulcer.” 

Based on expert medical testimony, a commis- 


_sion order was issued which forbids Harlow Hair 


Experts, Coral Gables, Fla., to advertise that its 
preparations can prevent baldness and grow hair. 


Pharmaceutical Advertising 


At its annual spring meeting in Washington, 
House of Delegates of American Pharmaceutical 
Association adopted resolutions opposing legisla- 
tion that would tend to restrict free choice of 
drugs or regiment against good medical practice; 
rejecting and condemning the Forand bill; and 
warning that growth of prescription mail order 
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orphenadrine 
citrate 


relieves 
muscle spasm 
with selective 


‘spasmolytic 


indicated in all types of = 
muscle spasm, includ- 
ing post-traumatic and 
tension spasm 


Restores mobility quickly and re- standard dosage 
lieves associated pain by prompt 


relaxation of only the muscle in for all adults regardless 


of age, sex, or weight: 


spasm. Prolonged action and po- ¢ | 1 tablet (100 mg.) b.i.d.— 
tency provide all-day and all- easily remembered... 
night benefits... permitting un- offering better patient 
interrupted sleep...facilitating cooperation. 
rehabilitation. 


for prompt, safe spasmolytic action 


rademark U.S, Patent No. 2,567,351. \Riker 
“Diner patents pending. Northridge, California 
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business threatens to impair the patient-pharma- 
cist-physician relationship. 

Speakers at the meeting criticized tactics of the 
Senate Anti-Trust and Monopoly Subcommittee 
in its investigation of drug price markups. 

At public hearings conducted in April by the 
Senate subcommittee, whose chairman is Sen. 
Estes Kefauver (D—Tenn.), a number of expert 
witnesses took pharmaceutical houses to task for 
“luxury literature” which is mailed to physicians 
and deplored what they termed the vulnerability 
of many medical journal editors to extravagant 
clinical claims for new drug products. 

“Keeping up with the voluminous medical lit- 
erature is an enormous task,” testified Dr. A. Dale 
Console, of Princeton, N.J., formerly medical 
director of one of the larger ethical drug com- 
panies, “‘and the busy practitioner is forced to 
neglect it to an increasing degree as his practice 
increases. Many feel guilty about this. 

“They can read the condensed and predigested 
pap of drug advertising and promotion in the 
same time it takes to throw it in the wastebasket 
or get a five-minute education in the latest ad- 
vances in medicine from the detailman. It is not 
surprising that they enter into a folie a deux and 
foster the delusion of advertising and promotion 
as postgraduate medical education.” 

Dr. Frederick H. Meyers of University of Cali- 
fornia Medical Center said the average practi- 
tioner is so much confused by detailmen, adver- 
tising, brochures, etc., “it is no surprise that he 
often prescribes drugs uneconomically and even, 
less often, unscientifically.” 

Dr. William Bean, Iowa State School of Medi- 
cine, disparaged commercial aspects of medical 
meetings and rejection of papers which may be 
critical of the product of an exhibitor. He was also 
critical of cocktail parties and lavish dinners 
given by drug houses and “supported by increas- 
ing the cost which our patients pay for drugs.” 

Dr. James E. Bowes of Salt Lake City, Utah 
in his testimony stressed the expense of producing 
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and mailing elegant brochures. He recommended 
avoidance of repetitious mailings, discontinuance 
of the practice of mailing free samples to phy- 
sicians and establishment of a drug control board. 

Dr. Chauncey D. Leake, professor of pharma- 
cology and assistant dean of the Ohio State Uni- 
versity School of Medicine, placed emphasis on 
the importance of doctors’ relying less on biased 
appraisals of pharmaceuticals. ‘“‘Most physicians 
would be wise,” he said, “‘to wait for impartial 
evaluation of new drugs before using them.” 

“It would seem,” testified Dr. Leake, “that 
physicians would be much more efficient and eco- 
nomical in the use of drugs if they would put ade- 
quate time in the study of fundamental principles 
of pharmacology, and if they would carefully 
follow the reports by the Council on Drugs of the 
American Medical Association.” 


Personnel Appointments 


A former general practitioner will be ship’s 
surgeon on the world’s first atomic-powered mer- 
chant ship. He is Dr. R. F. Peters, of Brownsville, 
Pa. The announcement was made recently by the 
U.S. Maritime Administration. The ship is the 
Savannah, launched last July and scheduled to be 
ready for trials late this summer. 

Dr. Peters received his M.D. from University 
of Pittsburgh in 1953, interned at St. Francis 


’ General Hospital in Pittsburgh and engaged in 


private general practice until 1958, when he re- 
turned to University of Pittsburgh for a master’s 
degree in occupational medicine. He is 33 years 
old and unmarried. 

Other personals with Washington angles: 

Newly announced personnel changes at Public 
Health Service headquarters include Dr. Ken- 
neth M. Endicott as Director of National Cancer 
Institute, Dr. David E. Price as Deputy Director 
of National Institutes of Health and Dr. Theo- 
dore J. Bauer as Chief of the Bureau of State 
Services. The changes resulted from the departure 
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“All my surgical patients get an extra lift with ‘Beminal’ Forte” 


-an ost-o A single capsule provides 250 
pre a d Pp Pp mg. of vitamin C and massive 


to improve nutrition doses of B factors to meet the 
eee aid tissue repair need when requirements are high 


and reserves are low. Prescribe 
“Beminal’, Forte pre- and post- 
operatively, during convales- 


EMINAL 


cence, and for patients on special 
OR j FE diets to improve the prognosis 
and accelerate recovery. 


ol Supplied: No. 817 — Bottles of 100 
Therapeutic B Factors with Vitamin C and 1,000 capsules. 


Ayerst Laboratories New York 16,N. Y. * Montreal, Canada 
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of Dr. John R. Heller, NCI director since 1948, 
on a leave basis to become president and full time 
chief executive officer of Memorial Sloan-Ketter- 
ing Cancer Center, New York City. 

New York Medical College has awarded its 
Centennial Medal to Sen. Lister Hill (D—Ala.) 
for his legislative leadership in health affairs. 

Dr. Frank Reider, of Charlottesville, Va., has 
been named medical consultant in Office of Vo- 
cational Rehabilitation. His special responsibility 
will be the stimulation and development of re- 
habilitation education for medical students and 
expansion of graduate training in physical med- 
icine and rehabilitation. 

On or about June 15, Dr. James W. Raleigh 


will become medical director of the American 
Trudeau Society. Since 1958 he has been attached 
to Veterans Administration in Washington as 
head of clinical research in pulmonary diseases. 

An April announcement from Washington of- 
fices of the Democratic Advisory Council was 
that Arthur J. Altmeyer will head its newly 
formed Advisory Committee on Social Security. 
This is the eighth advisory committee set up by 
the council. Altmeyer was chairman of the old 
social security board and commissioner for so- 
cial security in the Roosevelt and Truman ad- 
ministrations. 


Also see the AMA Washington Report, page 225. 


New Austrian-based College of Medical 
Practice Schedules Congress in Salzburg 


THE COLLEGE of Medical Practice (International 
Association of Practical Applied Medicine) with 
headquarters in Austria has extended a special 
invitation to the American Academy of General 
Practice to have representatives at its second 
General Practitioners’ Congress September 23-25 
in Salzburg, Austria. 

The first congress, held last September in 
Vienna, was the first formal meeting of the in- 
ternational association since its founding. Dr. 
Robert Braun, who was the founding member, is 
the new president and Dr. K. Engelmeier of 
Westfalen, West Germany, who has labored long 
for the general practitioner in his own country, is 
vice president. 

This second congress is expected to be much 
larger than the first. The College of Medical 
Practice is reminding foreign visitors that the 
Salzburg congress could be attended in combina- 
tion with the 14th General Assembly of World 
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Medical Association which will meet September 
15-22 in Berlin. 

Officials of the college have requested a report 
from the American Academy of General Practice 
at this meeting. The British College of General 
Practice has announced that its president will 
attend. 

The congress will provide an opportunity for 
general practitioners to speak to general practi- 


_ tioners of their experiences and investigations. 


A report of the scientific program which was 
held at the University of Vienna has been pre- 
pared by Dr. Engelmeier and translated by Dr. 
Hanns Pacy of Australia who is a member of the 
new international association. 

Unfortunately, there were no interpreters on 
hand for the initial congress but plans have al- 
ready been made to have German-English trans- 
lations for the Salzburg congress this fall. 

Dr. Engelmeier reports that four AAGP mem- 
bers as well as physicians from Austria, Germany, 
Switzerland, Hungary and Spain attended the 
meeting in Vienna. 
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In asthma: 
a Nephenalin tablet for “air in a hurry” 
...and calm...and quiet breathing 


For the ambulant asthmatic you can prescribe “air in a hurry” with 
NEPHENALIN®, a tablet that relieves asthma with nebulizer speed and 
prevents further attack for hours. Placed under the tongue, the NEPHENALIN 
tablet quickly releases 10 mg. of isoproterenol HC1, the potent homologue 
of epinephrine, for immediate opening of the airway. Swallowed, the 
NEPHENALIN tablet provides theophylline (2 gr.), ephedrine (% gr.) and 
phenobarbital (1% gr.), for sustained protection from asthmatic seizure. 
Bottles of 20 and 100 tablets. For children: NEPHENALIN Pediatric. 


Shes Looming Co New York 17, N.Y. 
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The Academy members are Dr. Konrad 
Manasse, Elmont, N.Y.; Dr. Thomas L. Blan- 
chard, San Jose, Calif.; Dr. William F. Outlan, 
Sommerville, Tenn., and Dr. Richard K. Jen- 
nings, now with the American Embassy in Bel- 
grade, Yugoslavia. 

As the scientific program was held at the 
University of Vienna, Dr. Fellinger, medical 
superintendent of the host teaching hospital, ex- 
tended a personal welcome to the congress. Dr. 
Fellinger mentioned the difference between clini- 
cal and general practitioner problems, but he 
also stressed the complementary nature of the 
functions of both groups of doctors. He weleomed 
the formation of the college and thought it was 
a pleasing development. He promised that he and 
his hospital would always cooperate in making 
facilities available. 

Dr. Braun, a descendant of an old Viennese 
family of physicians and now president of the 
new college, gave a brief review of the develop- 
ments leading to and the aims of the new college. 

Dr. Braun believes there are laws and rules in 
general practice but nobody has yet been able to 
formulate them precisely. He feels it is necessary 
to explore general practice as a special scientific 
field, to raise it to a maximum standard by exact 
scientific methods and to keep it at maximum 
perfection by constant scientific research. He be- 
lieves this will bring about a consolidation of the 
social status of the general practitioner within 
the medical profession and enhance the “‘renais- 
sance” of general practice. 

It is the aim of the association to bring to- 
gether all medical practitioners with a genuine 
interest in the field of research and coordinate 
their efforts with those of other scientific bodies. 

The most revealing aspect of the Vienna report 
was the following summation: “The congress it- 
self was not one of those run-of-the-mill post- 
graduate courses for general practitioners, but a 
convention, where members of the college pre- 
sented results of their own original research. For 
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the medical public, of course, it may take some 
‘getting used to’ that general practitioners do not 
only listen to scientific papers, but actually do 
original research themselves.” 

One of the seven scientific speakers presented a 
paper entitled, “The Special Foundations of 
Medical Knowledge as Applied in General Prac- 
tice.”” He said the foundation of the College of 
Medical Practice was fully justified by the unique 
problems encountered in general practice. 

It was his opinion that Braun’s “law of case 
distribution,” for example, showed important 
regularities in the sort of diagnostic material 
encountered in average general practice, which 
represented an important basis for the future 
training of general practitioners. In other words, 
current clinical and hospital terminology was of 
little use in an average general practice. 

The speaker added, however, that if a clearer 
diagnostic thinking and terminology is a first ob- 
jective of the college, this does not mean that 
therapy is to be neglected. Good therapy is the 
main task of the general practitioner, but good 
therapy can only be based on clean diagnosis and 
terminology. 

Throughout the two-day session there were 
nine individual presentations with other special 
discussions and round-table conferences. 

Dr. Engelmeier himself reported on ““The Situ- 
ation of the General Practitioner in the German 


-Federal Republic.” He also touched on the ques- 


tion of whether the present general practitioner 
might be out of date and whether today a com- 
pletely new type of general practitioner is re- 
quired. 

The College of Medical Practice is unique in 
that every full member is pledged to participate 
actively in research. 

Under the constitution every member has to 
provide proof of such activity every ten years, 
but this does not necessarily imply a thesis every 
ten years. Every real contribution, even if un- 
published, will serve the purpose. 
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Ascriptin 


particularly suited for arthritic patients 


Combining the antacid MAALOX® with aspirin increas- 
es both absorption and utilization of the salicylate. As 
a result, ASCRIPTIN acts twice as fast as plain aspirin 
and analgesic action lasts much longer due to main- 
tenance of higher plasma salicylate levels. 


Gastric irritation seldom occurs with ASCRIPTIN even 
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when large doses are given over prolonged periods. 
Of particular value in arthritis and rheumatic disease, 
ASCRIPTIN is an excellent salicylate for routine use. 
Formula: Acetylsalicylic acid 0.30 Gm., MAALOXx 
(magnesium-aluminum hydroxides) 0.15 Gm. 
Offered: Bottles of 100 and 500. 


Philadelphia 44, Pa. 
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Practitioners who would like to support the 
college, but feel they cannot afford the time 
necessary, may join as associates. 

This year prizes for research contributions, 
made possible by well known pharmaceutical 
firms, will become available to members. 


New York To Require Convertibility 
Privileges on Group Health Insurance 


THE NEW YorK State Legislature, with the back- 
ing of Governor Nelson Rockefeller and the Sen- 
ate Majority Leader, Walter J. Mahoney, and 
Assembly Speaker, Joseph F. Carlino, have 
passed bills requiring convertibility privileges on 
group health insurance policies. 

The bills would delete from the present law the 
insurance companies’ option on convertibility 
privileges when a person retires or leaves his job. 
The measures would also delete a present re- 
quirement, where conversion is allowed, that the 
individual must exercise his right to convert at 
the time the policy is issued or at the annual 
renewal date. 

Governor Rockefeller, noting that about 2.5 
million residents of New York state are 60 years 
old or older, said it was vital “‘to eliminate the 
tragic and anomalous situation now existing 
whereby men and women of retirement age were 
dropped from health insurance plans just when 
they need it most.” 

He pointed out that it has repeatedly been the 
lesson of experience that where private and vol- 
untary efforts fail to meet genuine social needs, 
the public sooner or later will demand that 
government step into the picture. 

“Here in New York, in keeping our tradition of 
pioneering in the field of social legislation while 
preserving and enlarging the role of private enter- 
prise in this field, it is plain that the time to act is 
at hand,” the Governor stated. 

He pointed out that nonprofit organizations 


GP June 1960 


Special Family Doctor Week— March 21-27, proclaimed 
Family Doctor Week in Pennsylvania, will long be remem- 
bered as the week of the Academy’s record-breaking 12th An- 
nual Scientific Assembly in Philadelphia. Pennsylvania 
Chapter President James Weaver is shown looking on while 
Governor David Lawrence signs the proclamation. 


such as Blue Cross and Blue Shield had already 
approved the concept of the legislation. Impartial 
actuaries, he said, have confirmed that the legis- 
lation as drafted “‘is fair and reasonable” and will 
not disturb the present rate structure. 


RCA’s Medical Radio Network Slated 
For Physicians’ Offices in September 


PLANS for a closed-circuit medical radio network 
to be introduced in September are being made by 
the National Broadcasting Company and the 
Radio Corporation of America. 

The system would consist of FM radio equip- 
ment installed in physicians’ offices by RCA that 
would pick up programs of medical information 
broadcast by NBC. 

Material presented in the programs will be 
controlled by a medical editor, who will be a 
physician selected by RCA, and a managing 
editor, news editor, writers and research person- 
nel. 

Assisting the medical editor will be a board of 
physicians representing various specialties. GP’s 
Medical Editor Arthur DeGraff of New York 
University has been appointed to this board 
along with Dr. Chester Scott Keefer, dean of 
Boston University School of Medicine; Dr. Ed- 
ward Rosenow, Jr., executive director of the 
American College of Physicians; Dr. Howard 
Rusk, director of the Institute of Physical Re- 
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non-adhe dressings 


_ PAD PULLS DRAIN 
AWAY FROM 


“HIGHLY ABSORBENT 


NO STICKING . 


TELFA?® Sterile Pad. Box 100’s 
in 134"x2"—2"x3"—3"x4". Rec- 
tangular size can be cut to any 
shape for large wounds and 1st and 
2nd degree burns. 
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small wounds, abrasions, shot sites, 
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large-bore perforations allow 
full drainage . . . while plastic 
covering keeps wound dry. 
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habilitation; Dr. Frank M. Woolsey, Jr., Albany 
Medical College, and Dr. Joseph Garland, editor 
of the New England Journal of Medicine. 

The programing will consist of two parts. 
First there will be selected music heard in the 
physician’s waiting room. The second part, which 
will be medical information programs, will be 
heard only in the physician’s office. The informa- 
tion segments will be sponsored by pharmaceu- 
tical companies and will be rebroadcast three 
times each week. 

These sponsored scientific segments will be 
15 minutes long and will include pharmaceutical 
advertising. Physicians will be alerted to the 
forthcoming medical information transmission 
by a beep tone. 

The music will then go off in the waiting room 
and the physician will be the only one hearing the 
medical information. 

RCA plans to charge $10 a month for the FM 
equipment, programing service and log of the 
month’s programs. 

Although no public announcement has been 
made yet, RCA has made closed-circuit broad- 
casts in several trial cities and reports that doc- 
tors in these cities received the plan very favor- 
ably. 

The problem now for RCA is to find pharma- 
ceutical companies that will sponsor time on the 
programs. So far, four companies, Abbott, Lederle, 
Wyeth and American Home Products Corp., 
have agreed to participate. 

According to current plans, RCA will introduce 
its new medical network in 18 cities—Boston, 
New York, Philadelphia, Washington, Balti- 
more, Atlanta, Miami, Pittsburgh, Chicago, 
Minneapolis, St. Paul, Des Moines, Dallas, Ft. 
Worth, Denver, Seattle, San Francisco and Los 
Angeles. 

The company is guaranteeing advertisers that 
it will have 25,000 paid subscribers by Septem- 
ber. The total medical population in these 18 
cities is 50,000. 
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A 1957 Mead Johnson scholarship winner, Dr. Richard Fer- 
rington, has begun practice in his home community, Milan, 
Mich. Dr. Ferrington recently returned from a tour of duty 
with the U. S. Army in Trois Fontaine, France. During his 
service, he was commanding officer of the 215th Dispensary 
and post surgeon. A graduate of the University of Michigan 
Medical School, Dr. Ferrington took the two-year general prac- 
tice training program at the University of Michigan Medical 
Center. 


Proposed National Blue Cross Organization 
Would Offer Uniform Health Program 


WITH INCREASED competition from rapidly ex- 
panding health insurance programs of commercial 
insurance companies, the Blue Cross Plans are 
proposing to standardize local plans on a national 
scale. 

The reorganization plan would combine the 
functions of the Blue Cross Association, which is 
comprised of 79 autonomous plans in the U.S., 
and the Blue Cross Commission which owns the 
Blue Cross trademark, sets standards for admit- 
ting new plans and runs an interplan bank. 

To reorganize Blue Cross, the National Con- 
ference of Blue Cross Plans and the House of 
Delegates of the American Hospital Association 
(to convene in August) must give approval. 

With a change to a national structure, Blue 
Cross would be able to offer companies which 
have employees in several states a uniform bene- 
fit program and premiums. The companies still 
would have to deal with local plans but much of 
the red tape and confusion would be eliminated. 

By being able to offer a national product, Blue 
Cross would be in a better position to compete 
with commercial companies, especially in the 
competition for one million federal employees 
who will come under the Federal Employees 
Health Benefit Program. 
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essential for 
growth and 
development 


cod The nutritional statements made in this adver- 
tisement have been reviewed by the Council 
on Foods and Nutrition of the American 
Medical Association and found consistent 
with current authoritative medical opinion. 
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PROTEIN 


With other nutrients, protein affects dif- 
ferentiation of cells during development . . . 
participates in metabolic processes of growth 
. .. and is stored as part of all soft tissues of 
the body. 


In relation to body weight, requirement for 
protein is highest during infancy . . . slowly 
decreasing as rate of growth decreases until 
adult size is reached. During pregnancy and 
lactation, when growth is supported by ma- 
ternal tissues . . . protein requirement again 
increases. 


Assuming an ideal pattern of amino acids 
in dietary protein . . . the changing minimum 
requirement has been expressed by the Food 
and Nutrition Board in gms. of protein per 
kilogram of body weight as follows . . . 1.76 
from birth to 3 months...1.21 from 3 
months to 6 months...0.95 from 6 to 9 
months ...0.77 from 9 to 12 months... 
0.54 from 1 to 6 years...0.50 from 7 to 
9 years . . . 0.44 from 10 to 12 years . . . 0.42 
from 13 to 15 years... 0.35-0.36 for girls 
and boys 16 to 19 years...0.44 during 
second half of pregnancy . . . and 0.56 during 
lactation for 850 ml. of milk daily. 


Assigning a biological value of 79 to cow’s 
milk, the requirements change respectively 
to... 2.23, 1.53, 1.20, 0.97, 0.68, 0.63, 0.56, 
0.53, 0.44 to 0.46, 0.56 and 0.71 gms. of 
cow’s milk protein required per kilogram of 
body weight . . . from birth until 20 years of 
age ...and during pregnancy and lactation. 


As increasing amounts of high quality pro- 
tein are fed to children, amino acid patterns 
of diet decrease in importance. If the bio- 
logical value of dietary protein falls above 
60, the amino acid pattern is not critical . . . 
for amino acid requirements can be satisfied 
if enough protein is eaten. 


Milk is man’s first dietary source of protein 
. ». providing total protein needs during first 
months of life. One quart of milk daily can 
provide 85 percent of the pre-school child’s 
protein allowance...and ¥% to 4 of the 
teen-age youth’s protein allowance. 


Since 1915 .. . promoting better health through 
nutrition research and education 


NATIONAL DAIRY COUNCIL 
A non-profit organization 
111 North Canal Street « Chicago 6, Illinois 
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At the present time commercial insurance com- 
panies cover approximately 30 per cent more 
people than do the Blue Cross Plans. If the local 
Blue Cross plans can cooperate on a national 
scale, the benefits of plans offering as little as 30 
days of hospital care may be increased to match 
more liberal plans offering 120 days of hospital 
care. The changes will mean higher premium 
costs to employees and employers. 

Some commercial insurance companies claim 
the Blue Cross plans are unfair competition be- 
cause they are tax exempt and enjoy a close asso- 
ciation with the hospitals. Companies have 
charged that hospitals charge less to Blue Cross 
members for care than they do for policy holders 
with commercial companies. 

The Blue Cross officials counter with the state- 
ment that commercial companies, with their out- 
lays for taxes and dividends, cannot give ade- 
quate coverage to the lower income groups. In the 
absence of Blue Cross, they contend the federal 
government would have to offer hospitalization 
coverage for this group. 

Despite the fact that Blue Cross plans broke 
even financially in 1959, a spokesman for the 
American Hospital Association says the plans are 
being forced to enroll more submarginal groups 
with high hospital admission rates and prolonged 
illnesses. This means member hospitals are pres- 
suring for higher payments. At the same time, 
state insurance commissions are reluctant to 
grant premium increases. Some of the local plans 
are not breaking even as the one in New York 
which ran a $20 million deficit in 1958. 

If the new structure for Blue Cross is approved 
this fall it would mean: 

1. Setting up a new governing body outside 
the structure of the AHA that would combine 
the functions of the Blue Cross ‘Association and 
the Commission. 

2. The new governing body would consist of 
representatives from AHA and officers of the 
national Blue Cross. 
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3. Establishment of a council staffed by the 
AHA which would deal with problems of prepay- 
ment, hospital financing licensure and standards 
for plans and Blue Cross conduct code. 

4. National Blue Cross officers would be repre- 
sented on the AHA’s Board of Trustees. 


Joint Council on Aged Health Care Elects 
New Officers, Sets Course for 1960 


NEW OFFICERS of the Joint Council To Improve 
the Health Care of the Aged have been an- 
nounced. Mr. Ray E. Brown, past president of 
American Hospital Association, has been elected 
chairman. Dr. Paul H. Jeserich, president of 
American Dental Association, is vice chairman. 
Howard I. Wells, Jr. of Chicago, executive secre- 
tary of the Joint Council, was re-elected secre- 
tary-treasurer. 

Mr. Brown reports that since the Joint Coun- 
cil’s first national conference in Washington, 
D. C. a year ago, affiliates of member organiza- 
tions in 20 states have established joint councils 
to correlate efforts and resources to strengthen 
their individual programs and to give impetus to 
improving health care of the aged at the local 
level. 

State councils currently are participating ac- 
tively with Governors’ Commissions on Aging— 
the groups reponsible for the planning and con- 
duct of state conferences which will precede the 
White House Conference on Aging January 9-12, 
1961 in Washington, D. C. 

Current objectives of the Joint Council are: 

1. Identify and analyze the health needs of the 
aged, 

2. Appraise available health resources for the 
aged, 

3. Foster effective methods of payment for the 
health care of the aged, : 

4. Develop community programs to foster the 
best possible health care for the aged, 
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LOTION | 


Desitin Baby Lotion helps nature keep 
baby’s skin clean, supple, healthy. It cleanses gently and 
thoroughly, soothes, lubricates, combats ammonia-producing 
bacteria and infection. 


ANTISEPTIC 


Only Desitin Baby Lotion combines 
Lano-Des*, a rich liquid lanolin, hexachlorophene, vitamins 
Aand E, and special emulsifiers. Non-greasy, stainless, pleas- ‘nd ies 
antly scented. Effective too in helping lubricate and condition which many babies 


adults’ skin. are sensitive. 


write for samples and literature 


DESITIN CHEMICAL COMPANY 
812 Branch Avenue, Providence, 4, R. |. 
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5. Foster health education programs of the 
aged, and 

6. Inform the public of the facts related to the 
health care of the aged. 

The Joint Council was formed in 1958 under 
the sponsorship of the American Medical Asso- 
ciation, American Dental Association, American 
Hospital Association and American Nursing 
Home Association. 


New York Medical College To Launch 
Graduate School of Nursing Next Month 


BEGINNING on July 1 a Graduate School of Nurs- 
ing will be developed at New York Medical Col- 
lege in New York City. The school will officially 
open this fall, offering college graduates who have 
had no nursing education a two-year course to 
qualify for a Master of Nursing degree. 

The school will also accept registered nurses 
with baccalaureate degrees as candidates for 
Master of Science in Nursing. This would qualify 
them as nurse clinicians in specialized fields such 
as cardiac cases or rehabilitation work. 

Dr. Ralph E. Snyder, president of the com- 
bined college and hospitals, announces that Miss 
Francis Reiter will leave her post as professor of 
nursing education at Teachers College, Columbia 
University, at the end of the current academic 
year to become dean of the new school and di- 
rector of nursing service programs in the hospital. 

The start of the program is part of the 100th 
year celebration of New York Medical College. 


West Germany Shelves Proposed Revision 
Of Its National Health Service 


A RECENT ATTEMPT to revise Western Germany’s 
National Health Service has been halted with 
opposition to the proposed change coming both 
from the people and the doctors. 
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While the bill proposed new charges for doc- 
tors’ services and medicines, the doctors were 
opposed and said introduction of the bill had 
already created distrust between them and their 
patients. 

The bill caused a protest march of 15,000 trade 
unionists in Frankfurt and symbolic work stop- 
pages in factories elsewhere. 

Even the governing Christian Democratic 
Party gave the bill a stormy reception causing 
Labor Minister Theodor Blank to send it back 
to committee for revision. 

Doctors agreed that the proposal would worsen 
health conditions. One of their gravest concerns, 
however, is that under the new regulations their 
incomes would be drastically reduced. 

While the new plan would raise doctors’ 
charges, it also would require patients to pay a 
portion of the charge and the government would 
pay the rest. It is felt that this self-responsibility 
clause would cause many West Germans to cut 
down on visits to the doctor and hence physi- 
cians’ income would be cut. 


Translations of Russian Medical Reports, 
Research and News Now Available in U.S. 


A RussIAN Scientific Translation Program will be 
operated through the Institute of Contemporary 
Russian Studies at Fordham University, reports 
the National Institutes of Health. 

Copies of the ICRS Medical Reports will be 
distributed to persons and organizations on the 
program’s mailing list. There will be no charge. 

Published monthly, the JCRS Medical Reports 
attempts to make available to English-speaking 
readers reports on current research in selected 
areas, as published in Soviet medical periodicals. 
Also included are news briefs, reports on con- 
gresses and meetings, and other items of scientific 
interest. This material is presented in the nature 
of summaries rather than verbatim translation. 
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British Commission Recommends Higher 
Pay for National Health Service Physicians 


AFTER COMPLETING a three-year study of pay 
scales of physicians and dentists in Great Britain, 
a royal commission has recommended higher pay 
for family doctors in the National Health Service 
and for physicians and dentists in the service’s 
hospitals. 

At the time that the commission was appointed 
by the British government in 1957, general prac- 
titioners in the NHS were threatening to resign 
if they did not receive increases. 

If the government approves the commission’s 
recommendations, the new salary scales would be 
retroactive to January 1. The commission also 
suggests, however, that the British government 
pay $56 million to the physicians and dentists as 
extra pay covering the period from the appoint- 
ment of the commission to last December. 

For general practitioners, the commission rec- 
ommended that the average annual pay be 
£2,425 ($6,790). This would not include income 
from private practice or governmental contribu- 
tions to retirement funds. This recommended sal- 
ary would be about a 5 per cent raise. 

They also recommended that the government 
set aside $1,400,000 annualiy for special pay- 
ments up to $2,800 for general practitioners who 
show outstanding merit. 

For physicians and dentists serving in the hos- 
pitals as fulltime consultants the commission rec- 
ommended a new pay scale starting at $7,140 and 
rising to $10,920. The present scale is $5,502 to 
$9,478. 

To these proposals, the British Medical Asso- 
ciation expressed qualified approval. It said the 
total recommended increases approximated what 
it asked in 1956 but this did not take account of 
the change in the value of money since then. 

The National Health Service now covers about 
97 per cent of all Britons. General practitioners 
number about 22,000 in Great Britain. 
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FLEXIBILITY 


in the formula base has obvious advantages to the 
physician, who must decide what each infant needs, 
and when changes are indicated. An evaporated milk 
formula is a prescription formula, permitting the 
physician to adjust 

... the type and amount of carbohydrate 

... the degree of dilution to required strength 


Evaporated milk is the formula base proved successful 
by clinical experience . . . for 50 million babies. 


FLEXIBILITY PLUS: 
Higher protein level recommended when cow’s milk is fed 
to babies 
Added vitamin D in required amounts 
Maximum nourishment— minimum cost to parents ©1959 


PET MILK COMPANY, ST. LOUIS 1, MO. 
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Medical News in Small Doses: 


A Firty-YEAR CLUB in the AMA is being spear- 
headed by Dr. J. H. McCurry of Cash, Ark. with 
the approval of the Board of Trustees of the 
American Medical Association. Dr. McCurry is 
anxious to hear from physicians, who have been 
in practice 50 years or more, who desire to become 
members of this club. They must give their name 
and complete address. The first meeting is to be 
held in Washington, D.C. at the Clinical Meeting 
which will be November 29 to December 2... 
New York University has announced the ap- 
pointment of Dr. S. Bernard Wortis as dean of 
its School of Medicine and Post-Graduate Medi- 
cal School and deputy director of the NYU Medi- 
cal Center. Dr. Wortis will retain his present 
position as professor and chairman of the De- 
partment of Psychiatry and Neurology at the 
center. He succeeds Dr. Donald Sheehan, who 
will continue as professor and chairman of the 
Department of Anatomy ... Academy Member 
J. H. Summers of Lebanon, Mo. is the new presi- 
dent-elgct of the Missouri State Medical Associa- 
tion ... USPHS announces the appointment of 
Dr. Arnold B. Burlander to the post of Assistant 
Surgeon General. His duties will include work on 
current programs and expediting operations... 
Academy Member Paul E. Burns of Montpelier, 
Ind. directed the May fund drive and member- 
ship enrollment campaign of the Indiana Associa- 
tion for Mental Health ... Mare Woodward is 
the new executive director of Health News Insti- 
tute, succeeding Chet Shaw who resigned to start 
a career of independent consulting ... Veterans 
Administration is encouraging recruitment of 
men as professional nurses in its 170 hospitals, 
all but 46 of which have them on their staffs. 
Altogether about 500 are employed, one-fourth 
of them holding key positions in nursing educa- 
tion and administration. Less than half of them 
are attached to mental hospitals. 
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Patients like Fostex because it is so easy to use. 
They simply wash acne skin 2 to 4 times a day 
with Fostex Cream or Fostex Cake, instead of 
using soap. 


Fostex contains Sebulytic®,* a combination of 
surface-active wetting agents with remarkable 
antiseborrheic, keratolytic and antibacterial ac- 
tions ... enhanced by sulfur 2%, salicylic acid 
2%, and hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl ary! polyether sul- 
fonate and sodium dioctyl sulfosuccinate. 


Fostex is available in two forms 

FOSTEX Fostex Cream and Fostex Cake 
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washing of the skin. 
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News from the State Chapters 


DESPITE the worst snow storm in eight years, 
nearly 600 persons registered at the Indiana chap- 
ter annual meeting, February 23-25 in Ft. 
Wayne. 

Featured speaker on the Wednesday program 
was Dr. Paul Dudley White of Boston, special 
consultant to President Eisenhower. Over 300 
lay persons heard Dr. White’s address, “Heart 
Disease the World Around,” which was open to 
the public. 

Dr. White commented on changing patterns of 
disease in the world and pointed out two types 
of malnutrition—the under-nutrition in countries 
where starvation is commonplace and our Ameri- 
can problem of over-nutrition which causes peo- 
ple to become fat and susceptible to many ills 
such as diabetes and heart diseases. 

Also on the same program was Dr. Fount 
Richardson of Fayetteville, Ark., who at that 
time was president of the Academy, who spoke 
on “What the General Practitioner Owes His 
Profession.” 

In an election of officers, Dr. Francis L. Land 
of Ft. Wayne was chosen president-elect. (See 
cuts.) Dr. Land served as general chairman of the 
meeting. Dr. Harry Pandolfo of Indianapolis was 
installed as the 1960 president. Other officers are 
Dr. Charles Alvey, Muncie, vice president, and 
Dr. Francis T. Brown, Indianapolis, re-elected 
treasurer. 

The chapter presented a program of seven re- 
fresher course lectures during the first day of the 
meeting. The subjects ranged from “Recent Ad- 
vances in Laboratory Medicine” to “Pediatric 
Emergencies in Newborn Period.” Ft. Wayne 
physicians who gave the lectures were Drs. Lewis 
A. Schneider, John H. Oyer, George D. Buckner, 
Alfred E. Lampe, Eugene F. Sensey and Wallace 
E. Bash. Dr. Richard G. Mehne of Brazil, Ind. 
also presented a lecture. 
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Hoosier Presidents—The president-elect of the Indiana 
chapter is Dr. Francis L. Land (left), named to this office at 
the February meeting. Also shown are (center) Dr. Harry 
Pandolfo, new president, and Dr. Bernard E. Edwards, 
retiring president. 


Inaugural Ceremonies— Dr. Harry Pandolfo, incoming presi- 
dent of the Indiana chapter (right) receives the gavel from 
Dr. Bernard E. Edwards, retiring president. 


Special Guest—A special guest at the Indiana annual meet- 
ing in Ft. Wayne was Dr. Fount Richardson (second from the 
left), who at the time was AAGP president. With him are (left 
to right) Dr. Bernard Edwards, Dr. Norman Booher, a re- 
tiring member of the AAGP Board of Directors, and Dr. 
Harry Pandolfo. 
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-and a natural way to meet her special need for calcium 
-with low-calorie Carnation Instant 


Drinking enough milk during pregnancy to 
assure sufficient calcium has posed the prob- 
lem of unwanted fat calories — til] recently. 

Now a natural way to help assure your 
patients’ good calcium and nutritional status 
is the excellent new food — new Carnation 
Instant Nonfat Dry Milk mixed 25% over- 
strength. 

One-third cup extra crystals per liquid 
quart when mixing provides 25% more cal- 


cium, protein, and B-vitamins than ordinary 
nonfat milk. Because your patients can add 
this additional amount of 

Carnation Instant Nonfat, 

they get needed nutrition— 

without excessive calories. & 

Its richer, more delicious fla- Stan 

vor is a natural way toextra | ida 
nutrition they will enjoy. 

Costs them only 10¢ a quart. 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 
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Guest speakers for the Wednesday program 
included: Dr. Manuel E. Lichenstein, associate 
professor of surgery, Northwestern University 
School of Medicine, “The Management of In- 
testinal Obstruction”; Dr. W. D. Snively, Jr., 
vice president and medical director, Mead John- 
son & Company, “The Body’s Response to 
Burning”; Lt. Col. Edward H. Vogel, Jr., direc- 
tor, U. S. Army Surgical Research Unit, Brooke 
Army Medical Center, Ft. Sam Houston, Tex., 
“Tmmediate Therapy in Burning’; Dr. M. Ed- 
ward Davis, chairman, Department of Obstetrics 
and Gynecology, University of Chicago, ‘“Pre- 
vention of Abortion,” and Dr. R. Cannon Eley, 
assistant clinical professor of pediatrics and 
director of postgraduate training, Children’s 
Hospital, Harvard Medical School, “The Role of 
Steroids in Contagious Diseases.” 

The Thursday scientific speakers were: Dr. 
Mark I. Hewitt, associate director, The Squibb 
Institute for Medical Research, ““Which Tran- 
quilizer”; Clarence C. Little, Se.D., scientific 
director to the Tobacco Industry Research Com- 
mittee, “Cancer: The Research Approach”; Dr. 
Harold A. Schwartz, Chattanooga, Tenn., “‘Hor- 
mone Withdrawal Bleeding as a Pregnancy 
Test’; Drs. James H. Gosman, Indianapolis, and 
Phillip F. D. Seitz, Institute for Psychoanalysis, 
Chicago, “The Diagnosis and Treatment of 
Psychocutaneous Disorders,’”’ and Dr. Meryl M. 
Fenton, Detroit, ‘Office Allergy Testing—Signif- 
icance and Usefulness.” 

The final speaker on the program, Dr. George 
Crile, Jr., of Cleveland, Ohio was unable to speak 
because his plane was delayed by bad weather. 
@The Alaska chapter held a meeting early this 
year at the time of the Alaska Medical Society 
meeting. Dr. Fount Richardson of Fayetteville, 
Ark., who at the time of the meeting was Acad- 
emy president, attended the luncheon session of 
the chapter. 

New officers for the chapter elected at the 
meeting were Dr. J. B. Deisher of Seward, presi- 
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dent; Dr. R. Holmes Johnson of Kodiak, vice 
president, and Dr. Jack W. Gibson of Juneau, 
secretary-treasurer. 

@ Plans are well underway for New Mexico chap- 
ter’s 1960 Summer Clinic to be held July 18-21 
at the Nob Hill Auditorium in Ruidoso. 

The clinic session, which is also the chapter’s 
annual meeting, will be presented by seven mem- 
bers of the University of Kansas Medical School 
faculty. Dr. Jesse Rising of Kansas City has 
helped the chapter plan the program. 

Preregistration can be made through Dr. 
Randall W. Briggs, 406 North Pennsylvania, 
Roswell, N.M. The preregistration fee is $20 
and regular registration fee is $25. 

The guest speakers from Kansas City will be 
Dr. Frank Allbritten, chairman of the Depart- 
ment of Surgery; Dr. John F. Christianson, as- 
sistant professor of medicine; Dr. Mahlon H. 
Delp, associate dean and chairman of the Depart- 
ment of Postgraduate Medical Education; Dr. 
Donald R. Germann, assistant professor of 
radiology; Dr. Kermit E. Krantz, chairman of 
the Department of Obstetrics and Gynecology; 
Dr. Franklin C. Behrle, assistant professor of 
pediatrics, and Dr. Charles Crockett, associate in 
ophthalmology. 

Dr. Jack Redman of Albuquerque, was re- 
cently elected president of the Albuquerque 
chapter which is the first component branch of 


- the New Mexico state chapter. 


Other officers of the new chapter are Dr. 
Charles Harbin, vice president, and Dr. Don 
Mabray, secretary-treasurer. (See cuts, page 219.) 

At the dinner-installation meeting, special 
guests included Dr. Lewis M. Overton, president 
of the State Medical Society, and Mrs. Overton; 
Dr. Omar Legant, president of the Bernalillo 
County Medical Association, and Mrs. Legant; 
Dr. C. Pardue Bunch, president of the New 
Mexico chapter, and Mrs. Bunch; Mr. Ralph 
Marshall, executive secretary of the New Mexico 
State Medical Society, and Mrs. Marshall. 
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TWO STUDIES—ONE CONCLUSION: 


VAGINAL 
CREAM-JEL 


offers simple, effective 
conception control— 
without an occlusive device 


Works on new principle 
to inhibit sperm migration 


TRAPPED—This highly motile, 
viable sperm becomes nonre- 
productive the instant it con- 
tacts the outer edge of the 
IMMOLIN Cream-Jel matrix. 


Ww RSA ’ 
KILLED AND BURIED—The 


dead sperm is trapped deep in 
the IMMOLIN Cream-Jel matrix. 


Study 1. Pregnancy rate: 2.01 per hundred 
woman-years of exposure 

In a 28-month study totaling 1792 patient-months, Dr. 
Leopold Z. Goldstein' found that of 101 young, married, 
fertile women who relied exclusively on IMMOLIN 
Cream-Jel, only 3 unplanned pregnancies occurred — 
just 2.01 per hundred woman-years of exposure. 


Study 2. Pregnancy rate: 3.2 per hundred 
woman-years of exposure 

A pregnancy rate of 3.2 woman-years of exposure is 
now reported by Drs. Ruth Finkelstein and Raymond B. 
Goldberg? in a study of 176 women who for three years 
relied exclusively on IMMOLIN Cream-Jel, a period 
totaling 3354 patient-months. 


IMMOLIN combines advantages of 
cream and jelly 


Snowy white, dry, static and free of messiness, 
IMMOLIN Cream-Jel combines the soft, pleasant emol- 
lience of a cream with the smoothness ofa jelly, yet 
minimizes overlubrication and leakage—increases moti- 
vation to use faithfully. 


HOW SUPPLIED: #900 Package—75 gram tube with im- 
proved measured-dose pacts 2 and attractive, zippered 
plastic case. #905 Package—75 gram tube only. 

1. Goldstein, L. Z.: Obst. & Gynec. 19:133 (Aug.) 1957. 2. Finkelstein, R., 
and Goldberg, R. B.: Am. J. Obst. & Gynec. 78:657 (Sept.) 1959. 

IMMOLIN is a registered trade-mark of Julius Schmid, Inc. 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N.Y. 
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First for New Mexico—The charter for the first component 
chapter of the New Mexico chapter was presented by New 
Mexico president, Dr. C. Pardue Bunch, to Dr. Jack C. Red- 
man, president of the newly-organized Albuquerque chapter. 


Dr. Bunch, who presented the charter to the 
new chapter, then gave an address in which he 
presented a survey of the various types of legisla- 
tion currently pending which could, if passed, 
have a disastrous effect on American medicine. 
He urged every member to become better in- 
formed of the serious problems confronting the 
profession in order that the physicians might be 
more effective in their efforts to keep medicine 
and government apart. 

@The Minnesota chapter held its first Officers’ 
Conference for component chapters in January 
at the Hotel Curtis in Minneapolis. 

Officers from ten component chapters plus 

state officers and past presidents participated in 
a very successful conference. 
@In a speech at the Connecticut chapter’s first 
spring symposium on March 3, Dr. Carroll Wit- 
ten of Louisville, Ky. urged physicians to take a 
more active part in politics and public service. 

At the time of the meeting, Dr. Witten was vice 
speaker of the Academy’s Congress of Delegates. 
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Albuquerque Officers—Officers of the first component chapter 
in New Mexico are (left to right): Dr. Jack C. Redman, 
president; Dr. Charles C. Harbin, vice president; Dr. Don D. 
Mabray, secretary-treasurer, and Dr. James J. Sharpe, 
director. Directors not in this picture are Dr. Walter A. 
Schoen, Jr. and Dr. Hubert R. Teague. 


He has since been elected speaker of the Con- 
gress. 

Dr. Witten cited three reasons why physicians 

are reluctant to enter politics: the tendency to 
overspecialize and subsequently lose contact 
with people, fear of criticism by colleagues and 
the standard excuse of being too busy. He also 
pointed out that physicians must cultivate a keen 
interest and active participation in politics to 
help thwart the rise of socialized medicine pro- 
grams. 
@Four members of the Virginia chapter pre- 
sented a series of four lectures entitled ‘General 
Practice Today,” to medical students at the 
Medical College of Virginia and the University of 
Virginia. 

Each physician presented one lecture. The 
lecturers were: Dr. Frank D. Daniel of Charlottes- 
ville, “The Definition, Scope, Advantages and 
Disadvantages of General Practice’; Dr. Harry 
C. Bates, Jr. of Arlington, “General Practice in 
an Urban Area’; Dr. William J. Hagood of 
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DISPOSABLE OTOSCOPE SPECULA 
SAVE YOU TIME 


1 Take a fresh KLEEN Spec from the transparent dispenser tube 
2 Snap it instantly onto the otoscope 


3 Examine the patient 
4 Pull tab on spec to remove, and discard 


That's all there is to it! You always have enough clean specs, 
in the office or on house calls. No time is wasted on steriliza- 
tion. The danger of cross-infection is minimized. 


Patients like this mark of extra care, too, especially parents 
watching children’s examinations. 


MAY BE USED ON ALL 
WELCH ALLYN OTOSCOPES 
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Clover, ‘““General Practice in a Rural Area,” and 
Dr. W. Lindwood Ball of Richmond, “‘Prepara- 
tion for General Practice.” 

The final presentation was a panel discussion 

with all four lecturers participating. 
@ The St. Louis (Missouri) chapter has developed 
a “road show” designed to bring facts about 
medical economics to medical students, from the 
chapter’s ‘Dollars and Sense Symposium.” 

The symposium program is based on Mead 
Johnson film strips, “Management Principles in 
Medical Practice” and augmented with discus- 
sions by members. These members were on the 
medical economics committee of the St. Louis 
chapter. 

Some of the economic problems covered by the 
program are ““Where Should I Practice?,”’ 
To Finance the New Practice” and “Group, 
Partnership or Solo Practice?” 

Ray McIntyre, executive secretary of the 
Missouri chapter, discussed the placement service 
offered by the Missouri State Medical Society 
and gave examples of locations open to general 
practitioners. A panel of wives answered ques- 
tions as to the effect of city and county practice 


Erie Chapter—AAGP Executive Director Mac F. Cahal 
spoke at the annual meeting of the Erie County (Pennsylvania) 
chapier on “Let the Public Behold You.”’ Shown at the meet- 
ing (left to right) are Dr. George A. Rowland, past president 
of the Pennsylvania chapter; Dr. William D. Lamberton, 
president of the Erie County chapter; Mr. Cahal, and 
Dr. James Weaver, president of the Pennsylvania chapter. 
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“She’s a 35-25-45. Is 35, claims 
she’s 25—but looks 45.” 


on the social and home lives of the physician’s 
wife. 

The chapter presented the symposium to 
medical students at Washington and St. Louis 
universities in February and in March took their 
“road show” version to medical students at the 
University of Missouri. 

The entire program, presented by the St. Louis 
chapter, has been taped and is available to other 
groups for preview if they are interested in start- 
ing a similar type of program. 


Virginia Lecturers—Members of the Virginia chapter who 
presented a series of lectures on “‘General Practice Today’’ 
to medical students are (left to right): Dr. F. D. Daniel, 
Dr. William J. Hagood, Dr. W. Lindwood Ball and Dr. 
Harry C. Bates, Jr. 
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diagnostic x-ray equipment 
planned for private practice! 


Few who purchase x-ray equipment have 
time to thoroughly test the quality of mate- 
rials, workmanship and technical perform- 
ance offered by all the makes of x-ray units. 
And happily this is not necessary. 

The manufacturer’s reputation is worth 
more than anything else to you in choosing 
x-ray equipment, one of the most complex 
professional investments you will ever face. 

General Electric has created “just what 
the doctor ordered” in the 200-ma Patrician, 
in terms of both reasonable cost and operat- 
ing qualities. Here diagnostic x-ray is ideally 


Progress ls Our Most Important Product 
GENERAL @@ ELECTRIC 


tailored to private practice. Patrician pro- 
vides everything you need for radiography 
and fluoroscopy — and with consistent end 
results, since precise radiographic calibration 
is as much a part of the Patrician combina- 
tion as it is of our most elaborate installa- 
tions. Ask your G-E x-ray representative 
about the Patrician “package,” or return 
our coupon below for illustrated literature. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Room F-61 


Send me: [] 8-page PATRICIAN bulletin 

(CO MAXISERVICE® x-ray rental bulletin 
Name. 
Address 
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Continued from page 33 


On the Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


SEPTEMBER 


*8-9: Nebraska chapter, annual meeting, Cornhusker 
Hotel, Lincoln. (9 hrs.) 

*12: Harris County (Texas) chapter and University of 
Texas, cervical disease and whiplash injuries, Jesse 
Jones Library Building, Houston. (1 hr.) 

13-15: American Cancer Society and the National Cancer 
Institute, fourth National Cancer Conference, University 
of Minnesota, Minneapolis. (21 hrs.) 

14-15: Ohio chapter, annual meeting, Veterans Memorial 
Building, Columbus. 

15-22: World Medical Association, 14th General Assembly, 
Berlin, Germany. 

*18-20: Alabama chapter, medical progress assembly, 
Tutwiler Hotel, Birmingham. (12 hrs.) 

18-20: Wisconsin chapter, annual meeting, Milwaukee 
Auditorium, Milwaukee. 

18-20: Iowa chapter, annual meeting, Savery Hotel, Des 
Moines, Ia. 

*20: Richmond (Virginia) chapter, course on functional 
diseases, Virginia chapter Headquarters Building, 
Richmond. (1 hr.) 

*20: Lima and Allen County chapters Ohio Academy of 
Medicine, course on hepatic disease, medical and surgical 
aspects, Shawnee Country Club, Lima. (1 hr.) 

*23: American Academy of General Practice and University 
of Kansas, annual symposium on infectious diseases, 
Battenfeid Auditorium, Kansas City, Kan. (6 hrs.) 

23-25: Inter-Society Cytology Council, annual scientific 
meeting, Palmer House, Chicago. 

24: Massachusetts chapter, annual meeting, Statler Hilton 
Hotel, Boston. 

24-25: American Academy of General Practice, State 
Officers’ Conference, Hotel Muehlebach, Kansas City, 
Mo. 

*26-27: Chattanooga (Tennessee) chapter, Tennessee 
Valley Medical Assembly, Read House, Chattanooga. 
(8% hrs.) 
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27-5: Pan-Pacific Surgical Association, 8th Congress, 
Honolulu, Hawaii. 
*28-29: Mississippi chapter, annual meeting, Hotel Heidel- 
berg, Jackson. (10 hrs.) 
29-30: South Carolina chapter, annual meeting, Memorial 
Auditorium, Spartanburg. 


OCTOBER 


2-5: Texas chapter, annual meeting, Adolphus Hotel, 
Dallas. 

3-5: Kansas City Southwest Clinical Society, 38th annual 
fall clinical conference, Hotel Muehlebach, Kansas City, 
Mo. 

8-9: Maryland chapter, annual meeting, Southern Hotel, 
Baltimore. 

*10: Harris County (Texas) chapter and University of 
Texas, course on ulcerative colitis, Jesse Jones Library 
Building, Houston. (1 hr.) 

10-15: Australian College of General Practitioners, an- 
nual meeting, Chevron Hotel, Melbourne, Australia. 
12-13: Georgia chapter, annual meeting, Dinkler Plaza 

Hotel, Atlanta. 

13-14: Oregon chapter, annual meeting, Eugene. 

13-15: Academy of Psychosomatic Medicine, seventh an- 
nual meeting, Benjamin Franklin Hotel, Philadelphia. 
(18 hrs.) 

16-19: New York chapter, annual meeting, Statler Hotel, 
Buffalo. 

16-19: California chapter, annual meeting, Masonic 
Temple, San Francisco. 

*18: Richmond (Virginia) chapter, course on atomic radi- 
ation and x-radiation and cobalt 90, Virginia chapter 
Headquarters Building, Richmond. (1 hr.) 

20-22: Florida chapter, annual scientific meeting, Hotel 
Robert Meyer, Jacksonville. 

27-29: Tennessee chapter, annual meeting, Nashville. 


NOVEMBER 


*3-5: University of Colorado School of Medicine, course on 
fractures, University of Colorado Medical Center, Den- 
ver. (20 hrs.) 

5-6: Missouri chapter, annual meeting, Chase Hotel, St. 
Louis. 

9-11: Colorado chapter, annual meeting, Brown Palace, 
Denver. 

18-19: North Dakota chapter, annual meeting, University 
of North Dakota, Grand Forks. 

29-2: American Medical Association, clinical meeting, 
Washington, D.C. 
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SAFE 
APPROACH 


IN THE TREATMENT OF PSORIASIS 


RIASOL 


Clinically tested, safe and effective RIASOL 
offers maximum assurance against recur- 
rence and adverse reactions. 

RIASOL contains 0.45% Mercury chemically com- 
bined with soaps, 0.5% Phenol, and 0.75% Cresol. 
Available at pharmacies or direct in 4 and 8 fluid 
ounces. Write for professional sample and literature. 


S D Laboratories 


DEPT GP-660 


12850 MANSFIELD DETROIT 27, MICHIGAN 
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THE unveiling of the Eisenhower administration’s 
costly, federal-state plan of health care for the 
aged pushed the issue into the center of the 
national political arena. 

Blocs in both the Democratic and Republican 
parties were sponsoring sweeping, political solu- 
tions with little regard for the actual problem or 
its medical aspects. 

Rep. Thomas B. Curtis (Mo.), a key Republi- 
can on the House Ways and Means Committee 
that handles such legislation, charged that “‘po- 
litical opportunists”’ in both parties were pushing 
for an unneeded federal program of health in- 
surance for the aged. 

Rep. Curtis charged that HEW Secretary 
Arthur S. Flemming had failed to help “get the 
facts out to the people” so they would know that 
no new federal program is needed. Demands for 
such legislation were due to a “propaganda cam- 
paign” by organized labor, Curtis said. 

The GOP lawmaker said that detailed studies 
show there are no indigent persons who need 
medical attention who cannot get it. And, he 
said, “there is good health insurance available at 
reasonable rates’’ for other elderly persons. 

Dr. Louis M. Orr, Orlando, Fla., president of 
the AMA, predicted that a new federal program 
for the health care of the aged would result in 
the nation’s hospitals being jammed with persons 
with minor ailments who don’t need hospital 
care. A serious hospital situation would be turned 
into “a chaotic one,” he said. 

Dr. Roy T. Lester, manager of the AMA’s 
Washington office, charged that the Congres- 
sional plans were “nothing more than pure poli- 
tics.” He said the lawmakers were concerned 
mainly with what plan would get the most votes. 

The Health Insurance Association of America 
warned that “the whole issue has been exposed 
to intensified political pressure.”’ The association 
urged Congress not to hastily approve a plan 
without adequate study. 

“There is obvious danger that hasty enact- 
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ment of a costly new national health care plan 
. .. would create a grossly inefficient mechanism 
which could drain the economic resources of the 
American people without aiding the aged who 
have the real need,” the insurance association 
said in a statement filed with the Ways and 
Means Committee. 

“There is no need for a new federal program 
other than possible increase in existing benefits 
already provided through state and federal assist- 
ance programs.” 

Rep. Burr Harrison (Va.), a key Democrat on 
the Ways and Means Committee, also warned 
Congress against acting on such legislation when 
political influences are intensified by this year’s 
national elections. Any legislation passed this 
year to provide health care for the aged, he said, 
“‘would be certain to be a monstrosity.” 

Rep. Harrison said that the only features the 
various proposals had in common were: ““They 
are all tremendously expensive; they all propose 
revolutionary change, and they all are compli- 
cated, uncertainly-based and little-understood by 
the prospective beneficiaries.”’ 

He urged that Congressional action be deferred 
until next year. He said the delay would give the 
Ways and Means Committee time to “conduct 
an exhaustive study of the various proposals.” 

Flemming unveiled the Eisenhower adminis- 
tration’s broad plan in early May. It would help 
elderly persons with limited incomes buy broad 
medical and hospital insurance coverage, either 
government or private. The plan called for the 
aged persons, if able financially, to bear part of 
the cost of both the insurance and of the medical 
care and hospitalization. 

Flemming estimated the plan would cost $1.2 
billion a year during initial years. But it was 
estimated the cost would climb to $2.5 billion 
a year by 1970. 

The administration plan immediately ran into 
widespread opposition from the medical profes- 
sion and allied groups—and even organized labor 
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@ The Bowel is a‘'Veritable Culture Tube in which 


definite bacterial types appear to be struggling 
constantly to gain supremacy.’"' 


“E. coli is normally present in enormous numbers in the 
intestines . . . usually constitutes 75% of the intestinal 


bacteria.'’2 


“It is also noteworthy that relatively few living represent- 
atives of the B. coli class are present in the movements 
of healthy persons with obstinate constipation.’’? 


ZYMENOL PROMOTES THE BALANCED INTESTINAL FLORA 


Effective even in obstinate constipation 


@ ZYMENOL in vitro 


tests, show that it 

markedly promotes 
rowth of normal intes- 
inal flora—especially 

the favorable B. coli. 


ZYMENOL helps over- 
come imbalance of in- 
testinal flora due to ir- 
ritants, antibiotics, 
constipation. Aids res- 
toration of adequate, 
unhurried bowel move- 
ment 


ZYMENOL softens 
bowel content, keeps it 
soft for easy, regular 
passage; heips restore 
normal flora. 


GLIDDEN LABORATORIES, Inc., Waukesha, Wisconsin Lea & Febiger, 1953, p. 932. 3. Herter, C. A.: Common Bacterial 


THE ORIGINAL AND ONLY EMULSION WITH 
BREWERS’ YEAST 


* Teaspoonful dosage * Sugar-free « Non habit- 
forming * No irritative peristaltic stimulants 


dymenol 


Available in 14 oz. and 8 oz. bottles 
At Drug Stores and Hospitals 


Liberal Samples on Request 


The Bowel 
is a 
Veritable 
Culture 


REFERENCES: 1. Rettger, Leo F., Bacteria of the intestinal 
Tract, Chap. 46, p. 639, in Jordan, E. O. (ed.): Newer Knowledge of 


an I Chicago, Univ. of Chicago Press, 
1928. 2. Portis, Sidney A.: Diseases of Digest. Syst., Philadelphia, 


infections of Digest. Tract. New York, Macmillan Company, 1907, p.9. 


antiparkinsonism medications 


Dosage: Usually 1 tablet (50 mg.) t.i.d. 
When used in combination, dosage 
should be correspondingly reduced. 


* Trademark of Broc 


Minimal side reactions 
Nonsoporific 


No known organic contraindications 
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AMA Washington 
Report 


which continued to push for Forand-type legis- 
lation which would use the social security system. 

Speaking for the AMA, Dr. Orr charged the 
Eisenhower-Flemming proposal was based ‘‘on 
the false premise that almost all persons over 65 
need health care and cannot afford it.” 

“This is not a fact,’’ Dr. Orr said. ‘““The truth 
is that a majority of our older people are capable 
of continuing a happy, healthy, and, in many 
cases, productive life. Of the more than 15 mil- 
lion persons in the nation over 65 years of age, 
only 15 per cent are on old-age assistance.” 

The AMA president said neither the adminis- 
tration plan nor the Forand-type social security 
approach was tailored to meet the problems of 
the near-needy aged, or for the medically indi- 
gent, who, although able to finance the ordinary 
costs of living, “‘find it difficult to withstand the 
additional burden of the cost of illness.” 

“The AMA supports a state-administered pro- 
gram of grants-in-aid to the states for the lib- 
eralization of existing old-age assistance programs 
so that the near-needy could be given health care 
without having to meet the present rigid require- 
ments for indigency,”’ Dr. Orr said. 

“A liberalized definition as determined locally 
would permit an expanded program and encom- 
pass the near-needy group.” 

Other features of the AMA plan call for: Im- 
proved preventive medical care for the aged; 
better nursing home facilities; rapid development 
of health insurance to provide long-term nursing 
home care; expansion of home nursing care facili- 
ties; elimination of compulsory retirement and of 
the attitude that a person becomes nonproduc- 
tive and senescent at age 65; improved health 
education of the aged, and anti-inflationary curbs 
to maintain the purchasing power of fixed pen- 
sions and annuities. 

Some Republicans also opposed the adminis- 
tration plan. Sen. Barry Goldwater (R—Ariz.), 
a leading GOP conservative, denounced it as 
“socialized medicine . . . a dime store new deal.” 
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Vice President Richard M. Nixon endorsed the 
administration plan. But he levelled the “‘social- 
ized medicine’ charge at the Forand bill and 
similar plans, such as the one sponsored by Sen. 
Pat McNamara (D—Mich.) and 15 other Senate 
Republicans. The vice president said the Demo- 
cratic plans “‘would set up a great state program 
which inevitably would head in the direction 
of herding the ill and elderly into institutions 
whether they desired this or not.” 

The McNamara bill would provide hospitaliza- 
tion and medical care, but not surgical services, 
for virtually all the nation’s older persons at an 
estimated cost of $1.6 billion a year. It would be 
financed by a one quarter of 1 per cent increase 
in the social security tax and $370 million a year 
from general tax money. 

Its cosponsors included Sens. John F. Ken- 
nedy (D—Mass.) and Stuart Symington (D— 
Mo.), avowed candidates for the Democratic 
nomination for President, and Sen. Hubert H. 
Humphrey (D—Minn.) who withdrew from the 
race after Kennedy defeated him in West Virginia. 

The AMA supported legislation designed to 
ease the financial burden of taxpayers who pay 
the hospital and medical bills of dependent par- 
ents. After Congress approved the measure, Dr. 
F.J.L. Blasingame, executive vice president of 
AMA, urged Eisenhower to sign it. 

“This tax relief will help younger people who 
support elderly parents,’’ Dr. Blasingame said 
in a telegram to the White House. 

President Eisenhower signed the measure into 
law shortly before he flew to Paris to attend the 
ill-fated summit conference. 

Legislation would authorize taxpayers a full 
deduction on federal income tax for medical and 
dental expenses for a dependent mother or father 
who is 65 years of age or older effective in the 
1960 taxable year. At present, the deduction in 
such cases is limited to health costs in excess of 
3 per cent of a taxpayer’s adjusted gross 
income. 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


e simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


e nocumulative effects, thus no need for difficult 
dosage readjustments 


e does not produce ataxia, change in appetite or libido 


e does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


e does not impair mental efficiency or normal behavior 
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PREMENSTRUAL 
TENSION 


In combination with a mild diuretic, ‘““mepro- 
bamate in our series completely or virtually 
relieved overt symptoms of premenstrual tension 
in 86 of 100 women.” Before therapy “‘. . . 85 
per cent had temper tantrums and outbursts of 
fitful and inappropriate crying.” 

Podoisky, E.: Journal-Lancet 79:318 (July) 1959. 


EQUANTIL? merrosamate, 


ALCOHOLISM 


“Results were satisfactory in the great majority 
lof 93 patients]. A safe, nonhabit-forming re- 
laxant, meprobamate... is useful for relief 
of anxiety, tension and depression, particularly 
following episodes of acute alcoholism.” 

Turvey, S.E.C.: Canad. M.A.J. 74:863 (April) 1956. 


EQUANIL?’ merrosamate, WYETH 


PEDIATRIC 
BEHAVIOR PROBLEMS 


“The boys [65 per cent] felt happier, more 
easy-going, content, and passive, and were less 
inclined to fight. They enjoyed more play activ- 
ities and social contacts. They appeared to be 
more relaxed and calm, showed marked im- 
provement in social behavior, and marked 
signs of a ‘softening process’. 

Rawitt, K.C.: Am. J. Psychiat. 115: 1168 (June) 1959. 


Throughout the 
practice of medicine... 


EQUANIL is a fundamental aid in the control 
of tension, both mental and muscular. Hun- 
dreds of published studies attest to its efficacy 
and wide range of usefulness. 


Specific in tension accompanied by anxiety 
High index of safety; produces no diffuse 


pharmacologic effects such as ataxia or extra- 
pyramidal reactions 


Rapid metabolism bars cumulative effects 


e Although rare, allergic reactions may occur « Ex- 
cessive dosage should be avoided in all patients. 


Meprobamate, Wyeth 
Forfurther information on 
prescribing and adminis- 
tering EQUANIL see de- 
scriptive literature, avail- 
able on request. Wyeth 
Laboratories, Phila. 1, Pa. 


A Century of Service to Medicine 
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IN ANXIETY—RELAXATION 
RATHER THAN DROWSINESS 


brand of trifluoperazine 


‘Stelazine’ has little if any soporific effect. “. . . pa- 
tients who reported drowsiness as a side effect 
mentioned that they did not fall asleep when they 
lay down fora daytime nap. It is quite possible that, 
in some instances, ‘drowsiness’ was confused with 
unfamiliar feelings of relaxation.’”! 


Available for use in everyday practice: Tablets, 
1 mg., in bottles of 50 and 500; and 2 mg., in 
bottles of 50. 


N.B.: For information on dosage, side effects, 
cautions and contraindications, see available com- 
prehensive literature, PDR, or your S.K.F. rep- 
resentative. 


q d, E.S.: in Tri ine, Further Clini- 

1, Godder p in SMITH 

Febiger, 1959. KLINE & 
FRENCH 


leaders in psychopharmaceutical research 


READILY 
ABSORBED 
* 


REMARKABLY 
WELL TOLERATED 


EXTREMELY 
PALATABLE 


AVOIDS 
UNCERTAINTIES OF 
ENTERIC-COATED 
TABLETS AND 
DANGERS OF 
INTRAVENOUS 
POTASSIUM 


WARREN TEED 


“Wa 


GP June 1960 


eile squeeze of modern diuretics 


A 


Mates excess fluids — but loss 
= of potassium is unavoidable 


It must be replaced. 


elixir 
(Potassium Gluconate, W-T) 


A tablespoonful of KAON Elixir twice daily (30 cc.) 
supplies the approximate normal daily potassium 
requirement (40.0 mEq.) — is approximately equal to 
the elemental potassium in one fourth gallon of orange 
juice. One teaspoonful (5 cc) approximately equals 
the potassium in 0.5 Gm. of potassium chloride. 


WITH ADRENAL CORTICOID THERAPY, 
KAON IS USEFUL IN PREVENTING 
POTASSIUM DEPLETION. 


References: ~.. J. Kolff, “Acute Renal Failure: Causes 
and Treatment,” The Medical Clinics of 
North America, 30:1052 1955). 


Peter Forsham, “Symposi on Adrenal 
Therapy,” 7:19 (Jan. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 


Dallas Chattanooga Los Angeles Portland 
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Rapid growth in infancy is often accompanied by diminution of iron 
stores to meet demands for hemoglobin in a rapidly expanding 
blood volume. The usual supplementary diet may still leave the 
infant in a borderline state of iron nutrition.'? 


SIMILAC WITH IRON 


12 mg of ferrous iron per quart of formula 


assured iron intake w to maintain iron stores 
in every formula Feeding to prevent iron deficiency 
at no additional cost @ to support the usual diet 


References: 1. Sturgeon, P., in Wallerstein, R. O., and Mettier, S. R.: tron in Clinical Medi- 
cine, Los Angeles, University of California Press, 1958, p. 183. 2. Smith, N. J., and Schulz, J., 
op cit., p. 65. 


ROSS LABORATORIES Columbus 16, Ohio 
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Rela relaxes acute muscle spasm 
Relief of muscle spasm 
(excellent to good effectiveness 
in the majority of patients).' 


Rela provides persistent 

pain relief through its relaxant 

and analgesic actions 

“Relief from pain was usually 
rapid and sometimes dramatic.”* 


Rela provides comfort 

free of spasm and pain 

“A number of patients 

reported freedom from insomnia 
which they attributed to 
freedom from pain.”* 


1. Kuge, T.: To be published. 
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in diabetes: 


18 


to ensure control where diet alone has failed 
to replace or reduce insulin dosage 
to realize the full potential of oral therapy 


brand of chlorpropamide 


economical once-a-day dosage 


available as 100 mg. and 250 mg. scored tablets 


Professional information 


available to physicians on request. 


PFIZER LABORATORIES Division, Chas. Pfizer & Co.,Inc. Brooklyn 6, New York Pfizer) Science for the world’s well-being™ 
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several factors indicate NEO-ARISTODERM Foam 
for topical treatment of dermatoses: 


(1) The Active Ingredients (2) The Vehicle (3) Patient Acceptance 
Triamcinolone Acetonide — with Neo-ARISTODERM Foam spreads readily Neo-ARISTODERM Foam is neat—not 
therapeutic efficacy equal to or greater without irritation or burning. It can be messy or sticky. Patients like the 

than that of topical hydrocortisone — applied to oozing, crusted, severely attractive push-button dispenser and 
in one-tenth the concentration; 1:2 inflamed and injured skin, or to the richness of the foam. This helps 
plus neomycin—a leading topical ; mucous membranes. There have been to assure faithful adherence to 
antimicrobial agent. no reactions of primary irritation or your instructions. 


allergic sensitization to date. 


Triamcinolone Acetonide 0.1%, Neomycin Sulfate 0.35% 15 cc. Push-button dispenser 


References: 1. Kanof, N. B., and Blau, S.: New York J. Med. 59:2184 (June 1) 1959. 
2. Smith, J. G., Jr.; Zawisza, R. J., and Blank, H.: A.M.A. Arch. Dermat. 78 643 (Nov.) 1958. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


#TRADEMARK 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILTOWN’ (meprobamate) now available 


Meprospan-400 


: Hi 3 JUST ONE CAPSULE LASTS ALL DAY 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


@ relieves both mental and muscular tension 
without causing depression 


@ does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 
Meprospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both potencies in bottles of 30. 
LABORATORIES, New Brunswick, N. J. 


CME-8426 
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Just a “simple” 
case of cystitis 
may be the 
precursor of 
pyelonephritis’ — 
or may actually be 
the first evidence 
of a pre-existing 
pyelonephritic 
process.’ 


WHEN TREATING CYSTITIS-SPECIFY 


FURADANTIN 


to ensure rapid control of infection FIRST 


throughout the urogenital system 


Rapid bactericidal action against a wide range of gram-positive and 
gram-negative bacteria including organisms such as staphylococci, 
Proteus and certain strains of Pseudomonas, resistant to other agents 
= actively excreted by the tubule cells in addition to glomerular fil- 
tration = negligible development of bacterial resistance after 8 
years of extensive clinical use = excellent tolerance—nontoxic to 
kidneys, liver and blood-forming organs « safe for long-term 
administration 


AVERAGE FURADANTIN ADULT DOSAGE: 100 mg. q.i.d. with meals and with food or milk on 
retiring. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
REFERENCES: 1 Campbell, M. F.: Principles of Urology, Philadelphia, W. B. Saunders Co., 
1957. 2. Colby, F. H.: Essential Urology, Baltimore, The Williams & Wilkins Co., 1953. 
NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides 

EATON LABORATORIES, NORWICH, NEW YORK 


June 1960 
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new nitrate 
offers 


new benefits 
for 
anginal patients 


Fremont! notes that Isorpit . . has been very 

effective in increasing the exercise tolerance of patients 
and also reducing the number of attacks of angina 

pectoris of the decubital type.”” Prophylactically and 
therapeutically, Isorpit provides four distinctive advantages. 


rapid onset—ready solubility of produces 
benefits within 15 to 30 minutes (not intended to 
replace emergency use of nitroglycerin). 


prolonged action—benefits of Isorvi: persist 
for at least 4 hours per oral dose of 10 mg. 


consistent effect—s5 per cent of patients? 
treated have responded favorably to IsorpiL. In 
comparative studies, Sherber* found Isorpit better 
than other therapy in 17 of 18 patients. 


unusual safety—only reported side reaction: 
transitory, easily-controlled headache. 
Electrocardiographic studies by Russek* clearly show 
that lsorpiL produces a more favorable balance 

between oxygen supply and demand following the 
Master two-step test. He concludes that “‘Isorpit is a 
new and effective agent for therapy of angina pectoris.” 
Literature and professional samples available on request. 


1. Fremont, R.E.: Personal Communication (Dec., 1959). 

2. Summary of Case Reports on File, lves-Cameron Company. 
3. Sherber, D.A.: Personal Communication (Oct., 1959). 

4. Russek, H.I.: Personal Communication (Oct., 1959). 


ISORDIL 


Isosorbide Dinitrate, lves-Cameron ¢ 


Ives IVES-CAMERON COMPANY - New York 16, N.Y. 


*Trademark 
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No scurrying sheep, no pounded pillows, no worried 
waiting for that first yawn, with Placidyl. Just 

restful slumber, gentle as eiderdown and nearly as 
quick as a wink. Prompt-acting Placidyl’s both 
effective and non-barbiturate. Try it and see. 


ABBOTT 


€ 


1960, ABBOTT LABORATORIES 004047 


Placidyl® nudges your patient to sleep 


(Ethchlorvynol, Abbott) 


4 


a FILMTAB® gy 
Geriactive with Geri 
Geriatric Supportive Formula, Abbott 


4 


lets” 


A FULL RANGE OF DIETARY AND THERAPEUTIC SUPPORT FOR OLDER PATIENTS 


B-Complex Vitamins 
Thiamine Mononitrate.... 5 mg. 


Pyridoxine Hydrochloride. 1 mg. 


Nicotinamide. . ... 20 mg. 
Calcium Pantothenate.... 5 mg. 
Oil Soluble Vitamins 

Vitamin A.. 1.5 mg. (5000 units) 


Vitamin D. 12.5 mcg. (500 units) 
Vitamin E........... 10 Int. units 


Hematopoietic Factors 


Vitamin B,2 with Intrinsic Factor 
Concentrate, 2 U.S.P. Unit (oral) 


Ferrous Sulfate, U.S.P... 75 mg. 
(Elemental lron—15 mg.) 


Pole 0.25 mg. 
Capillary Stability 
Ascorbic Acid............ 


12.5 mg. 
(Quercetin, Abbott) 


FILMTAB——FILM-SEALED TABLETS, ABBOTT; U.S. PAT. NO. 2,881,085. 


STREAMLINED INTO THE SMALLEST TABLET Gi OF ITS KIND 


©1960—ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


005048 


Lipotropic Factors 
Betaine Hydrochloride... 50 mg. 


Anti-Depressant 

(Methamphetamine Hydrochloride, Abbott) 
Hormones 

Sulestrex....... 


(Piperazine Estrone Sulfate, Abbott) 
Methyitestosterone..... 2.5 mg. 
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Vaginal trichomoniasis is recog- 
nized as a disease of “psycho-social 
significance”! because the acute 
symptoms of profuse, scalding leu- 
korrhea, itching and swelling, com- 
pounded by painful, difficult coitus? 
often lead to family tensions. 


One Vacisec office treat- 
ment brings immediate 


symptomatic relief. Decker? 
reports immediate relief of symp- 
toms following the first office treat- 
ment with VAGISEC liquid and jelly 
in all 64 acute cases studied. 


Cure rates of 93.1% using 
negative cultures for three 


consecutive months. Gior- 
lando and Brandt‘ demonstrated 
repeated negative cultures for three 
to eight months in 54 of 58 vaginal 
trichomoniasis patients treated with 
VAGISEC liquid and jelly. Lack of 
cooperation was held responsible 
for the four failures. 


Vacisec explodes tricho- 
monads within 15 seconds 


of contact. Vacisec’s wetting, 
detergent, and chelating agents dis- 
solve the mucus protecting the 
trichomonads, remove waxes and 
lipids from the cell’s membrane, de- 
nature its proteins. The parasite then 
imbibes water, swells, and explodes. 


Prevent recurrence—pre- 
scribe RAMSES® for the 


husband. To prevent re-infection, 
most physicians advise the use of 
a prophylactic during coitus for four 
to nine months following the wife’s 
treatment, and when they do, 
50.3% specify 
References: 1. Trussell, R. E.: Bae od York 
Med. 13:717 (Se OS 1957. 2. Karnaky, 

3. Decke : New York J. Med. 57:2237 
1) "i957. 4 . Giorlando, S. Ww. 
Brandt, L.: Am. Obst. & Gynec. 
76:666 (Sept) 1958. 5. Weiner, H. H.: 
Clin. Med. 5:25 Gan.) "1958. 


VAGISEC 


LIQUID AND JELLY 


June 1960 


Trichomonad 
explosion with 


VAGISEC’ 
liquid and jelly 
reduces “psycho- 
social” tension 


VaGISEec and RAMSES are registered trade-marks of Julius Schmid, Inc. 


JULIUS SCHMID, INC. 423 West 55th St., New York 19, N. Y. 
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specific, effective tranquilizer | 
provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 
but is virtually free of such toxic effects as 
jaundice 
Parkinsonism 


THIORIDAZINE HCI 


blood dyscrasia 
dermatitis 


— h d Metlaril differ f. th tent tf 
— ow does Mella er from other potent tranquilizers? . 
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greater speenicity of trangui/izing 
ction results in fewer side effects 


Virtual freedom of Mellaril 

from major toxic effects is 

due to greater specificity 

of tranquilizing action 

—divorced from such 

“diffuse” effects as anti- ’ 
emetic action. 


“The most striking aspect of thioridazine |MELLARIL| therapy is the poverty 
of side-effects.” 


“In conclusion it may be said that thioridazine is at least as effective in 
relieving psychiatric iilness as other drugs of its class. On a milligram for 
milligram basis it has the same order of potency as chlorpromazine. In 
its low incidence of side-effects and toxicity, it is superior to all other 
tranquilizing drugs tested. For this reason it is well tolerated by patients, 
particularly those who are not hospitalized and who frequently discontinue 
their medication with other drugs because of dizziness, sleepiness, increased 
tension, or Parkinsonism.”* 


Supply: MELLARIL Tablets, 10 mg., 26°mg., 100 mg. 


SANDOZ 
Newer phenothiazine. drugs in treatment of 170-9283, July ti, 1959. 
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dosage 


availability 


packaging 


Tablets in 100’s and 500’s. Liquid 
(wine-like flavored 15 per cent 
alcoholic solution) in pints. 


Se METRAZOL, 
METRAZOL. 


METRAZOL, 


reactivates the geriatric patient 


reactivates the convalescent 


reactivates the fatigued 


for the geriatric patient 
— 2 tablets or teaspoonfuls, three times daily. 


for the convalescent and the fatigued 
— 1 or 2 tablets or teaspoonfuls, three times daily. 


METRAZOL Tablets 
each tablet contains 100 mg. METRAZOL 


METRAZOL Liquidum 
each teaspoonful (5 cc.) contains 100 mg. METRAZOL 
and 1 mg. thiamine. 


— for those patients who need additional vitamins — 


Vita-METRAZOL Elisxir 
each teaspoonful (5 cc.) contains 100 mg. METRAZOL, 
10 mg. niacinamide, 1 mg. each of thiamine, ribo- 
flavin, pyridoxine, and 2 mg. d-panthenol. 


Vita-METRAZOL Tablets 


each tablet, in addition to the above, contains 25 
mg. vitamin C. 


METRAZOL® brand of pentylenetetrazol, E. Bilhuber, Inc. 


KNOLL PHARMACEUTICAL COMPANY 


(formerty Bilhuber-Knoll Corp.) 
Orange, New Jersey 
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TOPICAL CREAM 


INDICATIONS: Allergic or inflammatory dermatoses, 
with or without pruritus; sunburn; insect bites; 
otitis externa (only if the drum is intact). 


CAUTION: Steroids should not be used in the pres- 
ence of tuberculosis of the skin. 


DOSAGE: A small quantity of NeoDECADRON Topical 
Cream (0.1%) is applied to the affected area 2-3 
times daily. 


SUPPLIED: NeoDECADRON Topical Cream is sup- 
plied in 5 Gm. (4% oz.) and 15 Gm. (% oz.) 
tubes. Each gram contains 1 mg. of dexametha- 
sone 21-phosphate (as disodium salt) and 


Seborrheic dermatitis before treatment clinical photographs 48 hours after treatment 


DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE 


© mg. for mg. the most active steroid topically ® optimal 
concentration for peak effectiveness... maximal contact at 
the site of lesion #@ interrupts the itch-scratch cycle...helps 
maintain patient comfort day and night & quick-acting, 
broad antimicrobial activity @ no stain, smell, or stickiness 


5 mg. of neomycin sulfate (equivalent to 3.5 mg. 
neomycin base). 

The cream is also available with dexamethasone 
21-phosphate only, as DECADRON® Phosphate 
Topical Cream. Package sizes and steroid concen- 
tration are the same as above. 

Additional information is available to physicians 
on request. 

*NeoDECADRON and DECADRON are trademarks 
of Merck & Co., INC. 


MERCK SHARP &€ DOHME 
Division of Merck & Co., Inc., West Point, Pa. 
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for fast anti-inflammatory response 
particles—no irritation 


Acute conjunctivitis before treatment 


clinical photographs 


OPHTHALMIC SOLUTION 


4 days after treatment 


DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE 


@mg. for mg. the most active steroid @ in true solution 
for peak effectiveness ... maximal contact at the site of the 
lesion @ quick-acting, broad antimicrobial activity @ superior 
patient comfort—no irritating particles 


INDICATIONS: Trauma—mechanical, chemical or 
thermal; inflammation of the conjunctival, corneal, 
or uveal tract involving the anterior segment; al- 
lergy; blepharitis. 

DOSAGE: NeoDECADRON Ophthalmic Solution 
(0.1%)—One drop 4-6 times daily. 
NeoDECADRON Ophthalmic Ointment (0.05%)— 
Applied 3-4 times daily. 

In severe or sight-threatening conditions, the fre- 
quency of administration may be increased. Sys- 
temic therapy with DECADRON Tablets may be 
prescribed adjunctively. 

PRECAUTION: Steroid therapy should never be em- 
ployed in the presence of tuberculosis or herpes 
simplex. 

SUPPLIED: The solution is supplied in 5 cc. (1% oz.) 
sterile bottles with dropper assembly. Each cc. 
contains 1 mg. of dexamethasone 21-phosphate 


(as disodium salt) and 5 mg. of neomycin sul- 
fate (equivalent to 3.5 mg. neomycin base). The 
ointment is supplied in 3.5 Gm: (44 oz.) tubes. 
Each Gm. contains 0.5 mg. of dexamethasone 21- 
phosphate (as disodium salt) and 5 mg. of neo- 
mycin sulfate (equivalent to 3.5 mg. neomycin 
base). 


Ointment and solution are also available with dexa- 
methasone 21-phosphate alone: DECADRON® 
Phosphate Ophthalmic Solution and DECADRON 
Phosphate Ophthalmic Ointment. Package sizes 
and steroid concentrations are the same as above. 


Additional information is available to physicians 
on request. 


*NeoDECADRON and DECADRON are trademarks 
of Merck & Co., INC. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., West Point, Pa. 
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Metamine’® Sustained* helps 


you dilate the coronaries 


METAMINE SUSTAINED (triethanolamine trinitrate 
biphosphate, 10 mg., in a unique sustained-release 
tablet) is a potent and exceptionally well tolerated 
coronary vasodilator. Pharmacological studies at 
McGill University demonstrated that METAMINE 
“exerts a more prolonged and as good, if not slightly 
better coronary vasodilator action than nitroglycerin 
... ”! Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor 
effect than does nitroglycerin.2 Virtually free from 
nitrate side effects (nausea, headache, hypotension), 


Shes. Leeming New York 17, N. Y. *Patent applied for 


June 1960 - 


METAMINE SUSTAINED protects many patients re- 
fractory to other cardiac nitrates,3 and, given b.i.d., is 
ideal medication for the patient with coronary in- 
sufficiency. Bottles of 50 and 500 tablets. Also: 
METAMINE, METAMINE WITH BUTABARBITAL, META- 
MINE WITH BUTABARBITAL SUSTAINED, METAMINE 
SUSTAINED WITH RESERPINE. 

1. Melville, K. I., and Lu, F, C.: Canadian M.A.J., 65:11, 
1951. 2. Bovet, D., and Nitti-Bovet, F.: Arch. Internat. de 


ere et therap., 83:367, 1946. 3. Fuller, H. L., and 
assel, L. E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


on in coronary insufficiency 
47 


which antacid? Rorer’s Maalox. Excellent results, 
no constipation plus a pleasant taste that patients like.” 


Maa.ox® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fluidounces. 


TABLET Maatox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


TABLET Maatox No. 2: 0.8 Gram, double strength (equivalent to two 
teaspoonfuls), Bottles of 50 and 250. 


Samples on request. 
WituiaM H. Rorer, INc., Philadelphia 44, Pennsylvania 
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phenyramidol HCI 


the first analgomylaxant fe¥ « single chemical 
that is both a general non-narcotic analgesic 
and an effective muscle relaxant 
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where pain makes tension 
and tension makes pain 


s tne total pain experience 

Analexin ig a new synthetic chemical, hydtochloride {(2/8-hydroxy- 
phenethylamino|-pyridiné that inherently possesses two different 
pharmacolegie actions within one molecular (1) general analgesia by 
raising the Bain threshold and thus @etreasing the perceplion of pair, and (2) 
musele relaxation by sciectively depressing subcortical, brain stem ond polysynaptic 
transmission {internevronal bleckade}, abolishing abnormal muscle tone without 
impairment of normal nevromuscular function. Thus in painful states, Analexin 
relieves both the pain and the muscle tension that ougments poinsand monages 
the total pain experience more effectively. 


with remarkably few side affects 


Analexin is not related to any currently available cnalgesic: or muscie relaxant 
compound. The analgesic effectiveness of one tablet is clinically equivalent to that 
of | grain of codeine; yet, Analexin is neither narcotic nor narcotic-related. It is 
not habityating and tolerente to the drug has not been noted. its muscle relaxant 
effect is comparable to the most potent oral muscle relaxants available.** The 
total efféct is “analgomylaxation”’=oa new advance for the relief of pain. The 
incidence’ of side effects is low and thoseweactions that have been reported occa- 
sionalty (gastrointestinal irritation, pruritus) are of « mild and transient nature 
ard do not limit therapy. 

Anaiexin ... for relief of pain and muscle tension. Each tablet contains 200 mg. of 
phenyromido! HC!. Dosage—1 toblet.every 2+4 heurs or os needed. 


Analexin-AF ... for relief of pain and muscle tension complicated by fever and/or 
inflam mation. Each tablet contains 100 mg. of phenyramido! HCI and 300 mg. of aluminum 
aspirin. Dosage—2 tablets every 4 hours or as required. 
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in low back pain, 
arthritis and other 
‘musculoskeletal disorders 


Analexin is the only drug known to produce both general analgesia and muscle relaxation. 
It is effective in a wide variety of acute and chronic conditions where both pain and muscle 
tension may be involved, such as: low back pain, sprains and strains, myalgia, arthritis, 
osteoarthritis. 

In various clinical trials where Analexin was used for relief of pain, satisfactory analgesia 
has resulted in up to 70% of patients with musculoskeletal disorders. These patients com- 
prising ". . . one of our largest clinical problems of moderately severe painful states .. ."* 
require continuous satisfactory relief without tolerance, cumulative toxicity or serious side 


effects. 
TYPICAL RESULTS WITH ANALEXIN* AND ANALEXIN-AF 
IN MUSCULOSKELETAL ASSOCIATED PAIN¢é 


Indications No. Patients Relief =e 
pain associated with: 

30 25 
myositis, myalgia and tendinitis 26 22 4 
osteoarthritis 82 62 20 
rheumatoid arthritis 38 23 15 
arthralgia 15 9 6 

Totals 191 141 50 


*Generically designated as phenyramidol HCI in clinical trials. 


Analexin satisfies ". . . the majority of the criteria demanded of a moderately potent 
non-specific analgesic agent. There is no question that the predictability of satisfactory 
control of a paintful state is high and the occurrence of untoward reactions is low.”” 


Batterman, Grossman and Mouratoff? reported on the effectiveness of phenyramidol 
(Analexin) as compared with aspirin, sodium salicylate, and a placebo. They found that 
even at low dosage phenyramidol produced satisfactory analgesia in more than half of 
the patients; and when the dose was increased, six out of ten patients were relieved of 
pain in musculoskeletal disorders with no increase in the incidence of side effects. They 
conclude “. . . in contrast to codeine and meperidine, the likelihood of untoward reactions 
occurring in ambulant patients is not high. This is a decided advantage since the control 
of pain in the ambulant patient with chronic pain is a major clinical problem.” 

REFERENCES: Gray, A. P., and Heitmeier, D. E.: J. Am. Chem. Soc. 81:4347, 1959. 2. Gray, A. P., ef al.: J. Am. Chem. Soc. 81:4351, 
1959. 3. O'Dell, T. B.; Wilson, L. R.; Napoli, M. D.; White, H. D., and Mirsky, J. H.: J. Pharmacol. and Exper. Therap. 128:65, 1960. 
4. O'Dell, et al.: Fed. Proc. 18:1694, 1959. 5. Batterman, R. C.; Grossman, A. J., and Mouratoff, G. J.: Am. J. Med. Sc. 238:315, 1959. 


6. Data compiled from clinical reports to the Medical Department, Irwin, Neisler & Co. 7. Batterman, R. C.: Paper presented at the 
New York Academy of Sciences Symposium on ‘'Non-narcotic Drugs for the Relief of Pain,’’ Dec. 4, 1959. 
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rheumati 


for the first time... 
total corticoid-relaxant- 
analgesic therapy 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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Now you can resolve musculoskeletal inflammation rapidly with 
the newest steroid ... relax the attendant spasm with a proved 
muscle relaxant... and relieve the pain with a safe, inherently 
buffered analgesic ... to keep the rheumatic man in motion e 
With new DELENAR you can resolve a broad range of rheumatic 
complaints. You can maintain the man in motion safely with the 
lower steroid dosage of DELENAR, in rheumatoid arthritis—trau- 
matic arthritis-low-back complaints—fibrositis—chronic fibromyo- 
Sitisrheumatoid spondylitis—tendinitis—and early osteoarthritis. 


Delenar 


formula therapeutic actions 
Dexamethasone* 0.15mg. Newest Steroid for Anti- 
inflammatory Action 
Orphenadrine HCl 15mg. Proved Muscle Relaxant, 
Helps Restore Motion 
Aluminum Aspirin 375 mg. Fast Analgesic Relief of 
Motion-Stopping Pain 


Dosage: Two tablets q.i.d.; after improvement is ob- 
tained, gradually reduce dosage, and discontinue where 
possible. Packaging: DELENaAR Tablets, bottles of 100 
and 1,000. Precautions and Contraindications: Because 
DELENaR Tablets contain dexamethasone, the precautions 
observed with this corticoid apply to their use. Pett 
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Back again 


with renewed joint pain 
and stiffness...discouraged, 
worried, dissatisfied. Her 
morale alone demands a 
new approach. But what? 


This time... 


prednisolone-hydroxyzine HC! 


IN RHEUMATOID ARTHRITIS 


Combines the established steroid, prednisolone (Sterane®) with tension- 
easing hydroxyzine HCl. When anxiety impedes clinical response, 
ATARAXOID offers superior control—often at lower steroid dosage in the 
case of certain rheumatic disorders—and without unexpected side effects. 


also indicated in bronchial asthma and inflammatory/allergic dermatoses 


ATARAXOID provides 10 mg. hydroxyzine HCI with vari- 
ous potencies of prednisolone per tablet: ATARAXOID 5.0 
scored, green tablets, 5 mg. ATARAXOID 2.5 scored, blue 
tablets, 2.5 mg. ATARAXOID 1.0 scored, orchid tablets, 1 mg. 


Professional Information Available on Request 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York Pfizer) Science for the world’s well-being™ 
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BIPHETAMINE 


A ‘STRASIONIC’ RELEASE ANORETIC RESIN 


BIPHETAMINE ‘20° 


(20 mg.) 
BIPHETAMINE 
(12.5 mg.) 
BIPHETAMINE 


(7.5 mg.) 
Each capsule of each strength contains equal 
parts of d-amphetamine and dl-amphetamine 


as cation exchange resin complexes of 
sulfonated polystyrene. 


Single Capsule Daily 
Dose 10 to 14 hours 
before retiring 


PREDICTABLE 
, WEIGHT LOSS 


for the “active” overeater... 


IONAMIN 


A‘STRASIONIC’ ANORETIC PHENYL -BUTYLAMINE RESIN 


IONAMIN ‘30’ IONAMIN ‘18’ 


(30 mg.) (15 mg.) 


Each capsule of each strength contains 
phenyl-fert.-butylamine as a cation exchange 
resin complex of sulfonated polystyrene. 


Single Capsule Daily Dose 
70 to 14 hours before retiring 


“sedentary” 
for the “‘sedentary”’ overeater... 
» 

*. 

: 


‘STRASIONIC’ ANTICHOLINERGIC 


NEW 8-12 HOUR RELIEF WITH A SINGLE DOSE 


a q . 
® 
METHSCOPOLAMINE-TUAZOLE® RESIN 
| 
| 
: 
¥ 


DISTINCTIVE ADVANTAGES 
Anew, potent long-acting anticholinergic. 


8-12 hour acid, pain, and motility suppres- 
sion with a single dose. 


Greater safety and freedom from the disad- 
vantages of short-acting anticholinergics. 


Gives predictable control over hyperacidity, pain, 
and motility in the gastrointestinal tract. 


Relieves pain, preprandial distress and other symp- 
toms of peptic ulcer (all day or all night) for 8-12 
hours with a single dose. 


Creates environment conducive to healing of ulcer. 


‘STRASIONIC’ ANTICHOLINERGIC METHSCOPOLAMINE-TUAZOLE® RESIN 


A single capsule of Akalon-T provides a uniform 8-12 
hour antisecretory, antispasmodic, GI calmative action 
unaffected by fluctuations in pH, enzymatic activity, or 
motility. This unique characteristic of ‘Strasionic’ re- 
lease products is therefore of particular value in the 
treatment of peptic ulcer. An ion exchange resinate, 
Akalon-T’s rate of drug release is determined solely by 
available cations—whether H*, or Na*, or K*, etc. 
Since their total concentration is constant throughout 
the gastrointestinal tract, the release of Akalon-T is 
uniform, continuous, and predictable. 


TWO STRENGTHS 


AKALON-T ‘1G’: i0 mg. Methscopolamine 
and 40 mg. Tuazole (Brand of 2-methyi-3- 
orthotolyl-quinazolone) as cation exchange resin 
complexes of sulfonated polystyrene. 


AKALON-T'S' :5 mg. Methscopolamine 
and 20 mg. Tuazole (Brand of 2-methy!-3- 
orthotolyl-quinazolone) as cation exchange 
resin complexes of sulfonated polystyrene. 


Akalon-T—made and marketed ONLY by 


Srrasensurcn ~ Lasoraronies 


Originators of ‘Strasionic’ (sustained ionic) Release 
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Nine 100% Meats...also 
6 High Meat Dinners 


...then it’s 
time to trust 


SWIFT 


...the meat 
specialist! 


To help your little patients 
enjoy the maximum of 
meat’s many benefits, Swift 
prepares this vital growth 
food in its most delicious 
andeasily assimilated form. 

All Swift’s skill goes into 
selecting extra lean meat 
with its higher protein con- 
tent... processing care- 
fully to retain nutritional 
values ... straining the 
meat finer. And assuring 
flavors so appetizing they 
aid in establishing sound 
eating habits early. 

Only Swift specializes in 
delicious, nourishing meats 
and meat dishes for babies. 


the two most trusted 
words in meat. 


Cwilts 


Premium 


OUR 105TH YEAR 


Volume XXI, Number 6 
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» NEEDED: THE APPETITE SUPPRESSANT STRONG 
ENOUGH AND SAFE ENOUGH TO DO THE JOB 


Ambar controls many cases of overeating/obesity refractory to 
usual therapy. To strengthen the will for successful dieting, the 
methamphetamine-phenobarbital in Ambar is designed to im- 
prove mood without harmful cns overstimulation. Available in 
different forms to enable individualization of dosage: AMBAR #1 
EXTENTABS, 10-12 hour extended action tablets, methampheta- 
mine HCI 10.0 mg., phenobarbital 64.8 mg. AMBAR #2 EXTEN- 
TABS, methamphetamine HC! 15.0 mg., pheno- Wigaaimi 
barbital 64.8 mg. Also conventional AMBAR TABLETS, , 
methamphetamine 3.33 mg., phenobarbital 21.6 mg. Yn. 


A. H. ROBINS CO., INC., RICHMOND 20, VA. 


Ambar #1 °/Ambar'#2 Extentabs 
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your literature search would 
reveal that New DIMETANE is 
recommended antihistaminic 


therapy HIGHLY EFFECTIVE / A.M.A. COUNCIL ON 
DRUGS J.A.M.A. 170:194, 1959 “...a high order of antihis- 
taminic effectiveness and a low incidence of side effects.” 
SIDE REACTIONS AS FEW AS PLACEBO / NEW ENGLAND J. MED. 
261:478, 1959 (Schiller, i. W., and Lowell, F. C.) “In contrast 
to the frequency of central-nervous-system-stimulating -or 
sedative effects produced by chlorprophenpyridamine was 
the virtual freedom from these relatively disagreeable effects. 
... Side effects in patients taking placebo were as frequent 
as those seen with parabromdylamine (Dimetane).” 

NO PENALTY FOR ANTIALLERGIC POTENCY / ANNALS OF 
ALLERGY 17:19, 1959 (Lipman, W. H.) “. . . proved to be the 
safest antihistaminic agent that we have used in the treat- 
ment of disturbances due to allergies.” 

EXCELLENT PATIENT RESPONSE EVEN IN THOSE INTOLERANT 
OF OTHER ANTIHISTAMINES / ANNALS OF ALLERGY 16:128, 
1958 (Thomas, J. W.) “. . . according to the patients’ state- 
ments, this drug was found superior to previous antihistaminic 
therapy . . . in certain instances patients who were not able 
to tolerate other antihistamines tolerated Dimetane and ob- 
tained a satisfactory response.” 

“94.6%” EFFECTIVENESS RATE IN ALLERGIC AND PRURITIC 
DERMATOSES / ANTIBIOTIC MED. & CLIN. THERAPY 6:275, 
1959 (Lubowe, |. |.) “valuable relief from the pruritus. . . .” 
“91%” EFFECTIVENESS RATE IN RESPIRATORY ALLERGIES / 
NEW YORK STATE J. MED. 59:3060, 1959 (Fuchs, A. M., and 
Maurer, M. L.) “. . . an outstanding antihistaminic agent for 
the symptomatic relief of respiratory allergies . . .” 


Your literature search would turn up many more references to 
Dimetane than space here permits. There are papers from dis- 
tinguished medical centers, investigators, specialists and 
general practitioners describing the safe efficacy—the easy 
practicality—of Dimetane in urticaria, allergic rhinitis, ecze- 
ma, hives, and in almost the entire range of common allergies. 
Reprints are available. SUPPLIED: ORAL: Tablets (4 mg.) or 
Extentabs® (12 mg.), bottles of 100, 500. Elixir (2 mg./5 cc.), 
bottles of 1 pint. INJECTABLE: Dimetane-Ten (10 mg./cc.) in 
1 cc. ampuls, boxes of 6. Dimetane-100 (100 mg./cc.), 2 cc. 
size multiple dose vials in boxes of 1. 


(PARABROMDYLAMINE MALEATE) 


Dim eta | 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
ETHICAL PHARMACEUTICALS OF MERIT SINCE 1878 
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“even his fellow players might not know—if b 
adequately controlled with medication 
of 


controlled in well over 90 pe 
for enhanced control of seizures 


© SODIUM KAPSEA S® time te d—clinically proven i | 
LA NTI N ‘arke-Davis) is available in several Pineluding K 
oe es 0.03 Gm. and of 0.1 Gm., bottles of 100 and 1,000. — 
members THE PARKE-DAVIS FAMILY OF ANT 


mide, Parke Davia 0.5 ( 


f-ounce bottles TIN" 


IS Seizures are 
_Gm., bottles of 100 and 1,000; Suspension, 250 mg. per 
Laps: (methsuximide, Parke-Davis) 0.3 Gm., bottles of 100. 


Miltown dispels your 
patient’s fears and 
frustrations—the anxi- 
ety behind the tension. 


~ 


Relieves the anxiety 
behind the tension 


Miltown not only calms the surface agita- 
tion of your nervous patient. It also helps 
you dispel the underlying fears and frus- 
trations—the anxiety behind the tension. 

And Miltown has none of the addi- 
tional actions that you often find in 
many other tranquilizers. There are no 


antihistaminic, antiemetic, anticholin- 
ergic or adrenolytic effects. Further- 
more, Miltown has a simple dosage 
schedule and does not produce cumula- 
tive effects, change in appetite or libido, 
ataxia, Parkinson-like symptoms, 
jaundice or agranulocytosis. 


Usual dosage: One or two 400 mg. tablets t.i.d. 


* Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
] Own tablets; or as MEPROTABS* — 400 mg. unmarked, 
coated tablets. 
meprobamate (Wallace) 


& WALLACE LABORATORIES / New Brunswick, N. J. 
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...Felief from pollen allergies 
more complete than antihistamines alone... more thorough than nose drops or sprays 


The miseries of respiratory allergy can be relieved so effectively 
with Triaminic.’* Triaminic contains two antihistamines plus 
the decongestant, phenylpropanolamine, to help shrink the en- 
gorged capillaries, reduce congestion and bring relief from rhin- 
orrhea and sinusitis.’ Oral administration distributes medication 
to all respiratory membranes without risk of “nose drop addic- 
tion” or rebound congestion.** 


Each Triaminic timed-release Tablet provides: 
Phenylpropanolamine HCl 

Pheniramine maleate 

Pyrilamine maleate 


also available: 
TRIAMINIC JUVELETS® 2 the formulation of the Triaminic Tablet with timed-release action. 


TRIAMINIC SYRUP each teaspoonful (5 mi.) provides % the formulation of the Triaminic Tablet. 


References: 1. Fabricant, N. D.: E.£.N. T. Monthly 37:460 (July) 1958. 2. Lhotka, F.M.: lilinois M. J. 112:259 
(Dec.) 1957. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 4. Fuchs, M.; Bodi, T.; Mallen, S.R.; Hernando, L., 
and Moyer, J.H.: Antibiotic Med. & Clin. Ther. 7:37 (Jan.) 1960. 5. Halpern, S.R.,and Rabinowitz, H.: Ann. 
Allergy 18:36 (Jan.) 1960. 
first—the outer layer dissolves 
c within minutes to produce 
Relief is prompt and prolonged 3 to 4 hours of relief 


because of this special then-—the core disintegrates 
timed-release action to give 3 to 4 more 
hours of relief 


SMITH-DORSEY .« A DIVISION OF THE WANDER COMPANY e« LINCOLN, NEBRASKA 
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brand of phenylbutazone 


Ten years of experience in countless 
cases—more than 1700 published 
reports—have now established the 
leadership of Butazolidin among the 
potent non-hormonal 

antiarthritic agents. 


Repeatedly it has been demonstrated 
that Butazolidin: 

Within 24 to 72 hours produces 
striking relief of pain. 

Within 5 to 10 days affords a 

marked improvement in mobility 
and a significant subsidence of 
inflammation with reduction of 
swelling and absorption of effusion. 


Even when administered over 
months or years Butazolidin does 
not provoke tolerance nor produce 
signs of hormonal imbalance. 


pened, of 

ed-coated tablets of 100 

Alka: Capsules ‘containing 

Butazolidin® 100 mg. ; dried aluminum 

Wust pel 100 mg. ; magnesium trisilicate 
omatropine ‘methylbromide 1.25 mg. 


Geigy, Ardsley, New York Geiny 
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90% of anxious, agitated and apathet 
office patients calmed without drowsine 


and with normal drive restored... 
on one or two 0.25 mg. tablets b.i.d.: 


This is the pattern of performance for 


Fluphenazine dihydrochloride 


@ In 608 patients with anxiety and ® Patients become calm without oe 
anxiety-induced fatigue or depression, drowsy and normal drive is restored, 
Permitit, administered in small daily ™ Onset of action is rapid; effeof is pro- 
doses of 0.5 mg. to 1 mg., produced longed. @ PERMITIL does not) potén- 
significant improvement in 90%.* tiate barbiturates or non-barbiturate, 
@ Permitit is virtually free from side sedatives and can be used with i in 
effects at recommended dosage levels. with such agents. iy 


How to Prescribe PERMITIL: The lowest dose of Permitit that will produce 
the desired clinical effect should be used. The recommended dose for most adults 
is one 0.25 mg. tablet twice a day (taken morning and afternoon). Increase to two 
0.25 mg. tablets twice a day if required. Total daily dosage in excess of 1 mg, should 
be employed only in patients with relatively severe symptoms which are uncon- 
trolled at lower dosage. In such patients, the total daily dose may be increased.to.a 
maximum of 2 mg., given in divided amounts. Complete information congerning 
the use of PERMITIL is available on request. 


Supplied: Tablets, 0.25 mg., bottles of 50 and 500. 


*Recent compilation of case reports received by the Medical Department, White Laboratories, Inc. P , @ & 
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WHITE LABORATORIES, INC., Kenilworth, New Jersey 
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asthmatic...but symptom-free Prophylactic use 
of Tedral helps your bronchial asthma patients breathe normally —live 
actively —avoid the fear and embarrassment of disabling attacks. 1 or 2 
Tedral tablets q.4.h. provide up to 4 hours’ freedom from congestion and 
constriction. Or therapeutically, when stress brings symptomatic flare-ups, 


prescribe 1 Tedral tablet at the first sign of attack.. 


TEDRAL 


the dependable antiasthmatic 


MORRIS PLAING, NJ. 
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often 
sick 
patients 


don’t 
eat 


.. the offering of an 
adequate ei is no guarantee of its acceptance.”” 


SUSTAGEN 


COMPLETE THERAPEUTIC NUTRIMENT 


helps restore and maintain nutrition } 
. for patients who need it most 3 


\ Mead Johnson 


Symbol of service in medicine 
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before or after the operation 


COMPLETE THERAPEUTIC NUTRIMENT 


will help assure good nutrition when your patient needs it most 


in the pre- and postoperative patient 

In surgery, a two-phase nutritional problem must be con- 
sidered: (1) acute depletion caused by the disease itself 
as well as the operative procedure and (2) the increased 
nutritional needs of the convalescent.’ Nutrition, prop- 
erly applied “... brings rewards in lowered mortality 
rates, diminished morbidity, and rapid recovery.” 


In the pre- or postoperative period, “... anorexia... is 
often so profound in the sick patient that he will rebel 
and refuse to take a well-balanced meal....Since many 
patients find it difficult or even refuse to chew solid 
food, but will swallow liquids, the easiest solution is to 
devise a drink that the patient can take three or four 
times a day.’ 


complete in all essential nutrients 

Sustagen powder supplies your patient with complete 
nourishment. It contains all essential nutrients includ- 
ing generous protein. 


versatile and convenient 

Sustagen may be taken orally or by tube. It can be used 
as a complete diet, or to fortify the intake of other foods 
that the patient is willing and/or able to take. It fits 
well into a wide variety of therapeutic diets. 


Sustagen restores appetite by restoring good nutrition. 
It helps repair tissue, compensate for nitrogen loss, 
rehabilitate nutrition, and promote well-being. It is 
easy to use—simply mix Sustagen powder with water. 


Printed Diet Sheets and Recipes for Sustagen Beverages 
are available from your Mead Johnson Representative, 
or by writing to us, Evansville 21, Indiana. 


References: (1) Pareita, M. D.; Conrad, E. J.; Hicks, W., and 
Elman, R.: J.A.M.A. 156:810-816 (Oct. 30) 1954. (2) Ravdin, R. G.: 
Am. J. Digest. Dis. 1:350-360 (July) 1956. (3) Brown, M. J.: S. 
Clin. North America 34:1239-1248 (Oct.) 1954. (4) Elman, R.: 
GP 17:115-122 (March) 1958. 
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237 cc. fi. az.) No. 


NEOMYCIN SUSPENSION 

with PECTIN and KAOLIN 
CAUTION: Federal law prohibits 
Gispertsing without prescription 


Merck Sharp & Dohme 
of Merck & Co., inc. 
Pritadeiphia, Pa. 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN-rapidly bactericidal against most intestinal pathogens, but relatively ineffec- 
tive against certain diarrhea-causing organisms. 


SULFASUXIDINEg@ (succinylsulfathiazole)—an ideal adjunct to neomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 


KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce 
intestinal hypermotility, help provide rapid symptomatic relief. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


AND SUL ARET OF MERCK 4 CO., INC, 


June 1960 
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CREMOMY 


THE STOMACH 
REE PAIN 


THE MIND OFF 
THE STOMACH 


direct antispasmodic action 
plus control of anxiety and tension 


INDICATIONS: 


duodenal and gastric ulcer 
gastritis 

spastic and irritable colon 
gastric hypermotility 

G. I. symptoms of anxiety states 


MILPATH contains no 
barbiturates or belladonna alkaloids. 
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Milpath acts quickly to 
suppress hypermotility, 
hypersecretion, pain and spasm, 
and to allay anxiety and tension 
with minimal side effects. 


AVAILABLE IN TWO POTENCIES: — 


Milpath-400 — Yellow, 
scored tablets of 400 mg. 
Miltown (meprobamate) and 
25 mg. tridihexethy! 
chloride. Bottle of 50. 


_ Dosage: 1 tablet t.i.d. at mealtime 
and 2 at bedtime. 
Milpath-200 — Yellow, 
coated tablets of 200 mg. 
Miltown (meprobamate) and 
25 mg. tridihexethyl 
chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at 
mealtime and 2 at bedtime. 


Milpath 


®Miltown + anticholinergic 


Wy WALLACE LABORATORIES New Brunswick, N.J. 
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allergen high 


when air-borne tree pollens attack... 


BENADRYL 


antihistaminic-antispasmodic ‘ 
provides simultaneous dual control of aller- 
gic symptoms « affords antihistaminic action 
that relieves nasal congestion, lacrimation, 
itching, and sneezing * exerts antispasmodic 
effect for suppression of bronchial and gas- 
trointestinal spasms 


BENADRYL Hydrochloride (diphenhydramine hydrochlo- 
ride, Parke-Davis) is available in a variety of forms includ- 
ing: Kapseals,® 50 mg.; Kapseals, 50 mg. with ephedrine 
sulfate, 25 mg.; Capsules, 25 mg.; Elixir, 10 mg. per 4 cc.; 
and for delayed action, Emplets,® 50 mg. For parenteral 
therapy, BENADRYL Hydrochloride Steri-Vials,® 10 mg. 
per cc.; and Ampoules, 50 mg. per cc. 26060 
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HE PRESENTED A 


EMOTIONAL 


PROZINE has demonstrated particular effectiveness 
in the patient with moderate to moderately severe 
emotional problems, especially e anxiety expressed 
as somatic disorders e moderate to severe psycho- 
neuroses e mild psychotic states 
7 PROZINE encourages patient cooperation and re- 
habilitation. Dual action and low dosages minimize 
side-effects. Of 203 outpatients studied by Knox,' 
marked reduction in anxiety and agitation occurred 
in 85%, moderate reduction in 14%. 


1. Knox, $.C.: The nervous system never rests, Scientific Exhibit. 
A.P.A., Philadelphia (April 27-30) 1959. 


For further information on prescribing and administering PROZINE 
see descriptive literature, available on request. Wyeth Laboratories, 


* 

Philadetphia 1, Pa. 


meprobamate and promazine hydrochloride, Wyeth 
A Century 
of Service to Medicine 
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add to her 


HAPPY 
ANTICIPATION 


EN-CEBRIN 


(prenatal vitami its, Lilly) 


concentrated nutritional support 
En-Cebrin provides phosphorus-free calcium . . . all known 
antianemia factors . . . plus important vitamins and minerals. 
one-a-day convenience and economy 


A single Pulvule® daily provides comprehensive vitamin-min- 
eral supplementation throughout pregnancy and lactation. 


invitingly styled | 


The pink-and-blue En-Cebrin Pulvules are supplied in deco- 
rative apothecary-type bottles, fashioned to enlist patient 
co-operation. 


In special bottles of 100; also available in quantities of 5,000. 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, 


Volume XXI, Number 6 GP 
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ADDING TO THE 
MOUNTING FOUNDATION OF FACT... 


More than 500 published reports show that 
PHENERGAN provides these benefits 


sedation quiets patient preoperatively, 
dispels fears, induces light sleep. 


drug-potentiation reduces requirements ofanesthet- 
ics, barbiturates and narcotics. 


’ antiemetic action controls nausea, vomiting, hic- 
. cups and reflex irritability. 


antihistaminic effect prevents and controls allergic 
reactions. 


Wyeth Laboratories Philadelphia 1, Pa. 


*1. Sheiner, B., and Pinck, B.D.: J.A.M.A. 
171:1955 (Dec. 5) 1959. 2. Haselhuhn, D.H., 
and Brunson, E.G.: Anesthesia & Analgesia 
38:485 (Nov.-Dec.) 1959. 3. Hicks, J.T.: West 
Virginia M.J. 55:398-400 (Nov.) 1959. 4. 
Adriani, J.: J.A.M.A. 171:1086 (Oct. 24) 1959. 
5. Blundell, A.E., et al.: Anesthesia & Analgesia 
38 :328 (Sept.-Oct.) 1959. 


HYDROCHLORIDE 
Promethazine Hydrochloride, Wyeth 


“SUPPOSITORIES - SYRUP + TABLETS + INJECTION 


gation on prescribing and administering PHENERGAN 
~ see descriptive literature, available on request. 
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IMPROVING Converting iron into steel is just one of the countless ways 

in which man has increased the usefulness of nature’s 
ON NAT URE bounties. In the treatment of hypothyroidism, Proloid, the 
only improved but complete thyroglobulin, offers similar evidence of man’s ingenuity 
in improving on nature. 


An exclusive double assay assures unvarying potency and a uniform clinical response 
from prescription to prescription. To restore patients to a euthyroid state—safely and 
smoothly — specify Proloid. Three grains of Proloid daily is the average dosage for 
patients with mild forms of hypothyroidism. 


refinement 

in rauwolfia 
/ alkaloid 
/ therapy 


/ 
/ 
\ 
FOR BETTER MANAGEMENT OF HYPERTENSION 


! a purified alkaloid of rauwolfia... lessens the frequency 
and/or severity of these reserpine side effects: 


mental depression * bradycardia + sedation + weakness 
fatigue + lassitude « sleepiness nightmares gastro- 
intestinal effects 


useful alone for gradual, sustained lowering of blood 
pressure in mild to moderate labile hypertension 


useful as an adjunct to other types of antihypertensive 
agents, permitting their use in lower, better tolerated 
dosage 


Professional information available on request 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N.Y. Science for the world’s well-being™ 
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TA RGET ACTION specifically on the large bowel 
° selective peristaltic stimulant + smooth, overnight action 
O * no griping + well tolerated, non-habituating 
Available in 75 mg. scored tablets and suspension. 


(1,8-dihydroxyanthraq 


S Double-strength capsules for maximum 
economy and convenience. 


i For lower dosage and in children. 
_ Available in capsules and suspension. 
 sulfosuccinate, 50.mg.)* 


(Marks, M. M.: Clin, Med. 4:151, 1957.) 
Schenfabs, SCHENLABS PHARMACEUTICALS, INC + New YorK 1, N.Y. Manufacturers of NEUTRAPEN@ for penicillin reactions. 


SIRADEMARKS REG. U.S. PAT, OFF. DORBANTYL FORMULA PATENTED. 65059 
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"HERE STOOL SOFTI IS AL 
Worbane, 25 mg. + sodiu 
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NTIBACTERIAL 
EBIC ACTIONS 


INFECTIOUS DIARRHEAS 
@IN INTESTINAL AMEBIASIS 
PREOPERATIVE SUPPRES- 
SION INTESTINAL 
MANAGEMENT HEPATIC 
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@ KAPSEALS 


(PAROMOMYCIN, PARKE-DAVIS) 


TOLERATED 


A newly developed antibiotic for oral administration, HUMATIN exhibits broad antibacterial and 
effective antiamebic activity—in vitro,'> against experimental infections in animals,’ and in clinical 
studies.!:49 Its therapeutic effectiveness and the desirable characteristic of being virtually unabsorbed 
from the intestinal tract make HUMATIN an antibiotic of choice in a variety of enteric infections. 
Since HUMATIN by the oral route is virtually unabsorbed from the intestinal tract even with excep- 
tionally high doses, systemic toxicity has not been a problem in clinical use.'-+9 


@IN INFECTIOUS DIARRHEAS 


Because it is effective against certain gram-negative pathogens, HUMATIN has proved particularly useful 
in enteric infections, most of which are caused by bacilli of the gram-negative group. In 85 per cent 
of 221 adults and children with severe dysenteries, remission of symptoms was rapid with HUMATIN; 
stools cleared quickly of pathogens, and remained negative for reasonable periods following cessation 
of therapy. Escherichia coli proved most susceptible to HUMATIN; 95 per cent of such infections re- 
sponded to treatment within a few days. Shigella responded in more than 88 per cent of cases, and 
Salmonella in over 80 per cent. Side effects were few and of a minor nature; they were reported in less 
than 5 per cent of patients.* 


@IN INTESTINAL AMEBIASIS 


Amebiasis, endemic in the tropics, and probably present in more than 10 per cent of the population 
of the United States,!° has responded to HUMATIN “...within three to eight days....”! The drug is 
unusually effective in clearing all phases of intestinal amebiasis—acute, subacute, and chronic.!»5 
Since HUMATIN is not appreciably absorbed from the gastrointestinal tract, it is not effective against 
extraintestinal forms of amebiasis. 

In 311 patients, striking symptomatic relief was obtained in virtually all as early as the second or third 
day of treatment. Clinical cures were achieved in 95 per cent of those receiving adequate dosage.> 
In another study, all 20 patients obtained prompt relief; “...diarrhea stopped in three to eight days; 
local tenderness overlying a segment of the colon was relieved in two to seven days; intestinal ulcer- 
ations healed in 4 to 10 days, and the stools were negative within three to seven days.” ! 

In two other groups of 31° and 79° patients, respectively, relief of symptoms was prompt, and cysts 
were rapidly eradicated from the stools. 


@ IN SUPPRESSION OF INTESTINAL 
FLORA PRIOR TO BOWEL SURGERY 


In preliminary studies, HUMATIN showed promise of being an effective agent for lowering the bacterial 


count of the gastrointestinal tract prior to bowel surgery. Therapy was followed by a prompt decline. 
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in total aerobes, coliform bacilli, and total anaerobes. Growth of staphylococci remained relatively 
constant; in no instance did staphylococcal superinfection present a problem.5 


@IN MANAGEMENT OF HEPATIC COMA 


Although the exact mechanism underlying the onset of hepatic coma has not yet been fully established," 
there can be no doubt of the value of certain nonabsorbable antibiotics in the adjunctive management 
of this condition. In animals, antibiotics have been shown to reduce the amount of ammonia produced 
and absorbed from the colon;!? this effect is probably a factor in the “...dramatic response and com- 
plete recovery...” so frequently seen following the administration of HUMATIN in adequate dosage.’ 


ADMINISTRATION AND DOSAGE ia terms of vase) 


Dosage (daily, in divided doses) Duration of Therapy 


Adults—35 to 50 mg/Kg; up to 100 mg/Kg Up to7 days 
in severe infections. 
Children — 50 mg/Kg; up to 100 mg/Kg Up to7 days 
in severe infections. 
Adults —0.75 to 1.5 Gm.; larger doses 5 days 
(acute, subacute, when required. 
chronic) 
Children—22 mg/Kg; larger doses when 5 days 
required. 
Preoperative Adults—2 Gm, 4 days 
Suppression of 
Intestinal Flora 
Hepatic Coma Adults—up to 6 Gm., depending on degree See literature 
of hepatic insufficiency and response of 
patient. 


SI DE E FFECTS - Since HUMATIN is relatively nonabsorbable in the gastrointestinal tract, side effects 
are rarely encountered. However, when doses in excess of 2 Gm. per day are given for more than three days, loose 
stools may develop; on doses of from 4 to 6 Gm. daily, moderately severe diarrhea has been reported in some patients. 
No. other indications of toxicity have been observed. 


SU PPLI ED: HUMATIN (paromomycin, Parke-Davis) is available as the sulfate in Kapseals,® each contain- 
ing 250 mg. of base; bottles of 16. Literature supplying details of dosage and administration available on request. 
References: (1) Shafei, A. Z.: Antibiotic Med. & Clin. Therapy 6:275, 1959. (2) Coffey, G. L., et al.: Antibiotics 
& Chemother. 9:730, 1959. (3) Thompson, P. E., et al.: Antibiotics & Chemother. 9:618, 1959. (4) Fast, B. B., et al.: 
Arch, Int. Med. 101:467, 1958. (5) Personal Communications to Department of Clinical Investigation, Parke, Davis 
& Company, 1959. (6) Mackie, J. E., et al.: New England J. Med. 259:1151, 1958. (7) Stormont, J. M., et al.: 
New England J. Med. 259:1145, 1958. (8) Elias, E L., & Oliver-Gonzalez, J.: Antibiotic Med. & Clin. Therapy 
6:584, 1959. (9) Carter, C. H.: Antibiotic Med. & Clin. Therapy 6:586, 1959. (10) Faust, E. C., & Russell, P E: 
Craig and Faust’s Clinical Parasitology, ed. 6, Philadelphia, Lea & Febiger, 1957, p. 198. (11) Editorial: New England 
J. Med. 259:1181, 1958. (12) Silen, W., et al.: Proc. Soc. Exper. Biol. & Med. 88:138, 1955. 0560 
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DETROIT 32, MICHIGAN DAY 
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greater unsurpassed G.I. 


sustained 
activity 


extra-day protection 
peak action 


against relapse 


NOW...THE EXTRA BENEFITS OF BROAD-SPECTRUM 


Lederie 


75 mg./5 cc. tsp., in 2 fl. 
IN THE NEW, | P oz. bottle—3-6 mg. per Ib. 
CHERRY-FLAVORED 


daily in four divided doses 


toleration 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York ap 
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in your first instructions for the newborn... 
as basic as the bath... VI-SOL” VITAMIN DROPS 


Baby’s bath—basic to help guard against infections. Vi-Sol drops—basic 

to help guard against vitamin deficiencies from the very first visit. Why Vi-Sol drops? Because 
they are quality formulations of acknowledged potency, safety and acceptability, in line with the 
Mead Johnson tradition of product leadership in infant nutrition. Products of choice in 
premature centers— dynamic retail product movement provides added assurance of freshness, 
readily accepted by mother and baby alike—three authoritative formulations to meet individual 
nutritional needs...these are but a few of the outstanding features that have made Vi-Sol drops 
one of the most popular of all infant vitamin supplements. You 

select the formulation—3, 6 or 10 vitamins to suit individual needs: 

TRI-VI-SOL® drops—3 basic vitamins; 

POLY-VI-SOL® drops—6 essential vitamins; 

DECA-VI-SOL® drops—10 significant vitamins. 


\ Mead Johnson 
Symbol of service in medicine 
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BELCHING BLOATING FLATULENCE 


A biochemical compound Each Kanulase tablet contains Dorase* 
used to diminish intestinal 320 units combined with pepsin, N.F., 
: 150 mg.; glutamic acid HCI, 200 mg.; 

“ se pa en aving 100 mg. Dosage: 1 or 2 tablets at meal- 
digestive disorders @ time. Supplied: Bottles of 50 tablets. 


SMITH-DORSEY a division of The Wander Company Lincoln, Nebraska score: or ceuwiase, as acrvity units. 
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Why Clinical Judgment Often Dictates 


Altafur for Peroral, Systemic Therapy 


of Pyodermas 


Gratifying Therapeutic Response 
ALTAFUR was found “highly satisfactory in most 
of the primary and secondary bacterial derma- 
toses treated to date,” including “pyodermas . . . 
caused by antibiotic resistant strains of staphylo- 
cocci.”! In a nationwide survey” there were 94% 
satisfactory results (cured or improved) among 
159 patients treated with ALTAFUR for pyodermas. 


Virtually Uniform in vitro Susceptibility 

of Staphylococcus aureus 
99.59% of isolates (214 of 215) from patients 
with staphylococcal infections—including many 
antibiotic-resistant strains—proved sensitive in 
vitro to ALTAFUR in tests conducted across the 
nation.* 99.79% of staphylococcal isolates (334 
of 335) at a large general hospital—including 
many antibiotic-resistant strains—proved sensitive 
in vitro to ALTAFUR.* 


Wide, Stable Antimicrobial Spectrum 
“Because of its relationship to previously devel- 


oped nitrofurans, it is anticipated that [ALTAFUR] 
will retain its original spectrum after longstanding 
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clinical usage.”® Development of significant bac- 
terial resistance to ALTAFUR has not been encoun- 
tered to date.® 


Minimal Side Effects 
Side effects are easily avoided or minimized by 
these simple precautions: 1) alcohol should not be 
ingested in any form, medicinal or beverage, dur- 
ing ALTAFUR therapy and for one week thereafter 
2) each dose should be taken with or just after 
meals, and with food or milk at bedtime (to reduce 
the likelihood of occasional nausea and emesis) . 


1. Weiner, A. L.: Paper presented at the Conference on 
Recent Advances in the Treatment of Chronic Derma- 
toses, University of Cincinnati (Ohio), Nov. 5, 1959. 
2. Compiled by the Medical Department, Eaton Labora- 
tories, from case histories received. 3. Christenson, P. J., 
and Tracy, C. H.: Current Therapeutic Research 2:22, 
1960. 4. Glas, W. W., and Britt, E. M.: Proceedings of the 
Detroit Symposium on Antibacterial Therapy, Michigan 
and Wayne County Academies of General Practice, 
Detroit, Sept. 12, 1959, p. 14. 5. Leming, B. H., Jr.: Ibid., 
p. 22. 6. Investigators’ reports to the Medical Depart- 
ment, Eaton Laboratories. 
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Tablets of 250 mg. (adult) ; 
50 mg. (pediatric) | 
NITROFURANS...a unique class of antimicrobials 
P 


containng Oxethazaine 
a gastric mucosal 
anesthetic 


Oxethazaine in Alumina Gel, Wyeth 


for 


an original development, 
backed by 5 years’ research 


and clinical trial 
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OXAINE contains a gastric mucosal anesthetic for the relief of pain of gastritis. 
OXAINE is indicated in the many patients who do not respond to diet, antacids and anticholinergics. 


As reported in J.A.M.A., OXxAINE brought complete relief to 96% of 92 gastritis patients suffering 
substernal pain and upper abdominal distress. 
Deutsch, E., and Christian, H. J.: J.A.M.A. 169:2012 (April 25) 1959. 


OXAINE provides sustained anesthesia over many hours, unaffected by ebb and flow of gastric contents. 


Oxethazaine, the mucosal anesthetic in OxAINE, is 4000 times more potent topically than procaine. 
Safe, not a “caine.’’ Only two known cases of sensitivity (glossitis) occurred in extensive clinical trials. 


Easily administered, simple dosage—just 2 teaspoonfuls 15 minutes before meals and at bedtime. 


Bland, noncloying over long-term administration. 


related disorders 


How Oxatne Relieves Pain, Hastens Recovery 


Gastric mucosa can heal more quickly, be- 
cause local anesthetics inhibit acid and pepsin 
secretion, by preventing release of gastrin from 
the antrum of the stomach. 
Patients tolerate a more varied diet and a larger 
amount of food—and, because of OXAINE, 
enjoy their food without fear of pain follow- 
ing meals. 
Supplied: Jn bottles of 12 fluidounces. 

Wyeth Laboratories Philadelphia 1, Pa. 


They feel free of bloating and the disturbing 
sensation of fullness when only a little food 
has been ingested—because the anesthesia of 
OXAINE desensitizes irritated nerve receptors. 
Those with irritable bowel syndrome are spared 
the embarrassing urge to defecate during meals 
—because OxAINE diminishes the exacerbated 
gastrocolic reflex. 


A Century of Service to Medicine 
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when that early Monday morning telephone 
call is from a weekend do-it-yourselfer 


..and this morning, Doctor, my back 
is so stiff and sore | can hardly move.” 


now...there is a way to prompt, dependable — 
relief of back distress 


the pain goes while the muscle relaxes 


June 1960 


POTENT — rapid relief in acute conditions 
SAFE — for prolonged use in chronic conditions 


notable safety —extremely low toxicity; no known 
contraindications; side effects are rare; 
drowsiness may occur, usually at higher dosages 


rapid action, sustained effect —starts to act 
quickly, relief lasts up to 6 hours 


easy to use —usual adult dosage is one 350 mg. 
tablet 3 times daily and at bedtime 


supplied —as 350 mg., white, coated tablets, 
bottles of 50; also available for pediatric use: 
250 mg., orange capsules, bottles of 50 


® 
WW) WALLACE LABORATORIES, New Brunswick, New Jersey 


SOMA 


(carisopRODOL WALLACE) 
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PORTABILITY 


The 
OFFICE 3 VERSATILITY case 


for 
electrocardiograph 


Why not just one “all-purpose” electrocardiograph — 

for house calls... office use with a choice of chart speeds, 
sensitivities, recording capabilities . . . mobile “‘heart 
station’’ use in clinics and hospitals? Because each need 
calls for specific, individual instrument characteristics — as 
found in these three Sanborn electrocardiographs. 


The Sanborn Model 300 Visette weighs only 18 pounds, is 

as small as a brief case, has rugged, largely transistorized 
circuitry. The Model 100 Viso-Cardiette is also portable, but 
expressly designed for use where the versatility of two chart 
speeds, three sensitivities, and provision for monitoring 

and other types of recording are desired. The third Sanborn 
instrument is the Model 100M ‘‘Mobile Viso’’ — identical 
in circuitry to the 100, but in a mobile cabinet of either 
mahogany or rugged, stain-resistant plastic laminate. 


Each ECG has particular usefulness . . . and each offers 
proven design and performance. Ask your nearby Sanborn 
man to demonstrate the instrument of your choice — 
designed for your needs. 


SAN OMPANY 


MEDICAL DIVISION, 175 Wyman St., Waltham 54, Massachusetts 
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DERONIL 


dexamethasone 


steroid potential confirmed and 
fully realized in bronchial asthma 


S-413 
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brand of phenmetrazine 
hydrochloride 


Through the potent appetite- 
suppressant action of Preludin, the 
success of anti-obesity treatment 
becomes more asstired—adherence to 
diet becomes easier—discomfort 
from side reactions is unlikely. 


In Simple Obesity Preludin 


roduces 2 to 5 times the weight loss 
achievable by dietary instruction 
alone.'-? 


In Pregnancy Weight gain is kept 
within bounds, without danger to 
either mother or fetus.° 


In Diabetes Insulin requirements 
are not increased; they may even 
decrease as weight is lost.‘ 


In Hypertension Preludin is well 
tolerated and blood pressure may 
even fall as weight is reduced." 


Patients taking Preludin usually 
experience a mild elevation of mood 
conducive to an optimistic and 
cooperative attitude, thereby 
counteracting the lassitude otherwise 
resulting from a reduced caloric 
intake. Thus, consistent weight loss 
over a prolonged period becomes 
more assured. 


Preludin® Endurets,"™- brand of 
phenmetrazine hydrochloride: 

rolonged-action tablets of 75 mg. 
foe once daily administration; and 
scored, square, ~ tablets of 25 mg 
for b.i.d. or t.i.d. administration. 


Under license from C. H. Boehringer Sohn, 
Ingelheim. 
References: 
1) Barnes, R. 4 A. M. A. 166:898, 1958. 
2) Ressler, C.: J. A. M. A. 165:135, 1957. 
3) Birnberg, C. H., and Abitbol, M. M.: 
& Gynec. 11:463, 1958. (4) Robillard, R.: 
Canad. M. A. J. 76:938, 1957. 


Geigy, Ardsley, New York Geiny 


whether obesity is siniple 
or complicated 
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Usua! dosage: One or two 

400 mg. tablets t.i.d. 

Supplied: 400 mg. scored tablets, 
mg. sugar-coated tablets; 

or as MEPROTABS*— 400 mg. 

unmarked, coated tablets. 

ark 


Despite the introduction in recent years of “new and dif- 
ferent” tranquilizers, Miltown continues, quietly and 
steadfastly, to gain in acceptance. Generically and under 
the various brand names by which it is distributed, 
meprobamate (Miltown) is prescribed by the medical 
profession more than any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug, 
evaluated in more than 750 published clinical reports. Its 
few side effects have been fully reported; there are no 
surprises in store for either the patient or the physician. 
It can be relied upon to calm anxiety and tension quickly 
and predictably. 


Miltown 


meprobamate (Wallace) 


wattace / New Brunswick, N.J. 


CM-2085 
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NOW SYNTHESIZED 


PROVED 


ORAL THERAP 


PENICILLI 


| 4-275 


ALPEN is the oral penicillin that provides on a fasting stomach 

peak antibiotic blood levels approximately twice as high as oral potas- 

sium penicillin Y...and significantly higher than I. M. penicillin G. 

Some strains of staphylococci resistant to other penicillins exhibit in 

vitro sensitivity to potassium phenethicillin. 7 

ALPEN has greater freedom from the G. I. sequelae (overgrowth of es 
resistant flora) sometimes observed with broad spectrum -mycins. i 


ALPEN gives much higher antibiotic levels within the first hour of 3 
ingestion by the well-tolerated oral route. | 


WHEN TO USE ALPEN Recommended in the treatment of infec- i 
tions caused by pneumococci, streptococci, gonococci, coryne- 

bacteria, and penicillin-sensitive staphylococci. 

HOW TO USE ALPEN Depending on the severity of the infection, 

125 mg. (200,000 units) or 250 mg. (400,000 units) three times 

daily may be used. In more severe or stubborn infections, a dos- 
age of 500 mg. (800,000 units) t.i.d. may be employed. In beta 4 
hemolytic streptococcal infections, treatment should be con- _ 
tinued for at least ten days. 

PRECAUTIONS The usual precautions in the administration of 

oral penicillin should be observed. For further details see pack- 

age literature. 


Tablets: 125 mg. and 250 mg., bottles of 25 and 100. Powder for 
Oral Solution (lemon-lime flavored), 1.5 Gm. bottle (125 mg. per 
5 ec. teaspoonful). 


this the tablet 


that gives higher peak 


antibiotic blood levels 


HIGHER THAN I. M. PENICILLIN G . 
HIGHER THAN POTASSIUM PENICILLIN V 


ALPEN™~— potassium phenethicillin 
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is still there? 


is much more than an antacid 


Clinical experience clearly indicates 
that alkali is not the only answer to 
ulcer pain.'5 

More than an antacid is needed. 
Kolantyl is more than an antacid. It 
blocks all three sources of ulcer pain. 
An antispasmodic (safe Bentyl) to stop 
pain-producing spasm. Anti-enzyme 
action to curb peptic erosion. Balanced 
antacids that neither constipate nor 
laxate. Plus a demulcent to promote 
healing. TRADEMARKS: BENTYL®, KOLANTYL® 


Shotgun therapy? Probably not, when 
you consider this: Which one of the 
ingredients of Kolantyl can an ulcer 
patient do without? 


Dosage: | teaspoonful, or 2 tablets, 
every three hours, as needed. 


REFERENCES: 1. Altschule, Mark D.: Med. Science 
6:560, Oct. 25, 1959. 2. Kasich, A, M.; Boleman, 
A. P., Jr., and Rafsky, J. C.: Am, J. Digest. Dis. 1:361, 
1956. 3. Roth, J. L. A.; Wechsler, R. L., and Bockus, 
H. L.: Gastroenterology 31:493, 1956. 4. Rafsky, 
J. C.: Gastroenterology 27:29, 1954. 5. Ruffin, J. M.; 
Baylin, G. J.; Legerton, C. W., and Texter, E. C., Jr.: 
Gastroenterology 23:252, 1953. 
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Codeine covers the spectrum of 
pain that will not yield to lesser 
analgesics. Its versatility is a med- 
ical axiom—in oral or parenteral 
form, codeine performs as an ano- 
dyne, mild sedative, and antitus- 
sive. It acts equally well alone or in 


combination. 
MALLINCKRODT STREET 
ST. LOUIS 7, MISSOURI 
72 GOLD ST., N. Y. 8, N. Y. 
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with, 


o win NEOMYCIN 


Prompt and more dependable control of OONNAGEL: In each 30 ce. (1 fl. oz.): 


virtually all diarrheas can be achieved with the Pectin (2 f.)...ccccssssssseeee 142.8 mg. 
‘ . Hyoscyamine sulfate ........ 0.1037 mg. 
comprehensive DoNNAGEL formula, which pro- Atropine sulfate ................ 0.0194 mg. 
‘ : as Hyoscine hydrobromide ....0.0065 mg. 
vides adsorbent, demulcent, antispasmodic and 


sedative effects—with or without an antibiotic. 
Early re-establishment of normal bowel Same formula, plus 

Neomycin sulfate .............. 300 mg. 
function is assured—for all ages, in all seasons. (Equal to neomycin base, 210 mg.) 


A. H. ROBINS co., INC., Richmond 20, Virginia * Ethical Pharmaceuticals of Merit since 1878 


IN ANGINA PECTORIS AND 
CORONARY INSUFFICIENCY 


... the treatment must go further 
than vasodilation alone. It should also 
control the patient’s ever-present 
anxiety about his condition, since 
anxiety itself may bring on 

further attacks. 


...it is frequently not enough to 
boost blood flow through arterial 
offshoots and establish new circulation. 
The disabling fear and anxiety that 
invariably accompany the condition 
must be reduced, or the patient 

may become a chronic invalid. 


Protects your coronary patient 
better than vasodilation alone 


Unless the coronary patient's ever-present anxiety 


about his condition can be controlled, it can easily induce 


an anginal attack or, in cases of myocardial 
infarction, considerably delay recovery. 


This is why Miltrate gives better protection for the heart 
than vasodilation alone in coronary insufficiency, angina 
pectoris and postmyocardial infarction. Miltrate contains 
not only PETN (pentaerythritol tetranitrate), acknowledged as 
basic therapy for long-acting vasodilation. What is 

more important — Miltrate provides Miltown, a tranquilizer 
of proven effectiveness in relieving anxieties, fear and 
day-to-day tension in over 600 clinical studies. . 


Thus, your patient's cardiac reserve is protected against his fear 
and concern about his condition...and his operative arteries 
are dilated to enhance myocardial blood supply. 


Miltrate 


CML-1388 
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Wa WALLACE LABORATORIES / New Brunswick, N.J. 


: Bottles of 50 tablets. 
Each tablet contains 200 mg. 
Miltown and 10 mg. penta- 
erythritol tetranitrate. 
Dosage: | or 2 tablets q.i.d. 
before meals and at bedtime, 
according to individual require- 
ments. 
REFERENCES 
1. Ellis, L. B. et al.: Circulation 
17:945, May 1958. 2. Friedlander, 
H. S.: Am. J. Cardiol. 1:395, 
Mar. 1958.8. Riseman, J.E.F.: New 
England J. Med. 261:1017, Nov. 
12, 1959. 4. Russek, H. I. et al.: 
Circulation 12:169, Aug. 1955. 
5S. Russek, H. I.: Am. J. Cardiol. 
3:547, April 1959. 6. Tortora, 
A. R.: Delaware M. J. 30:298, 
Oct. 1958. 7. Waldman, S. and 
Pelner, L.: Am. Pract. & Digest 
Treat. 8:1075, July 1957. 
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CLINICAL REMISSION 
ARTHRITIC 


In disabling rheumatoid arthritis. A 62-year-old printer incapacitated 
for three years was started on Decapron, 0.75 mg./day. Has lost no 
work-time since onset of therapy with Decapron one year ago. Blood 
and urine analyses are normal, sedimentation rate dropped from 36 
to 7. He is in clinical remission.* 


New convenient b.i.d, alternate dosage schedule: the degree and extent of relief provided by 
DECADRON allows for b.i.d. maintenance dosage in many patients with so-called “‘chronic’’ condi- 
tions, Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule. 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a clinical investigator's report to Merck Sharp & Dohme, 


Dexamethasone 


TREATS MORE PATIENTS MORE EFFECTIVELY 


Oo) MERCK SHARP & DOHME « Division of Merck & Co., Inc., West Point, Pa. 
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sick 
children 
get 
the rest 
they need 


...and relief of irritability, nausea and vomiting 


creamy-mint taste 
SYRUP 
PHENERGAN’® FORTIS 


HYDROCHLORIDE 25 mg./5 cc. 2 
Promethazine Hydrochloride, Wyeth Wyeth 
For further information on prescribing and administering Syrup ® 
PHENERGAN Fortis see descriptive literature, available on request. 

A Century of 


Wyeth Laboratories Philadelphia 1, Pa: Service te Medicine 
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OPTIMUM NUTRITION: 
Providing al! the nor- 
mal dietary require- 
ments plus a reserve 
for stress situations. 


*U.S. Public Health 
Service Miik Code. 


meets the special needs of premature infants: 


« _ —ampie protein, 80% greater than in breast milk (3.7 
grn/kg in a 20 Cal/oz formula). = —the addition of 75 mg/at 
of formula assures an adequate supply of this important mineral. 
e — the replacement of troublesome butterfat with 
coconut and. corn oils results in improved toleration. 

er most efficient use of calories (6% of the caloric 
intake). = —in quantities equal to breast 
milk levels excessive fermentation. AMINS Recom- 
mended Daily Allowances of all essential vitamins. =~ / 
~— the Grade A* milk source minimizes chance of 


The Baker Laboratories, Inc., Cleveland 15, Ohio 


(chlorotrianisene) 


NEW ESTROGEN APPROACH TO THE POSTMENOPAUSE 


Menopausal symptoms are often in- 
tensified following the sharp drop in 
available endogenous estrogen dur- 
ing the early postmenopause. 

At that time—when periods stop but 
symptoms continue—TACE is most val- 
uable. It usually means a symptom- 
free adjustment to the postmenopaus- 
al state. How? TACE stores in body 
fat, releases slowly, evenly, in the 
same manner as a natural hormonal 
secretion. A normal course of TACE 
therapy is 30 or 60 days. But even af- 
ter therapy stops, estrogenic activity 
continues, gradually tapers off, fi- 
nally is exhausted in about 2 months. 


Thus, sudden endometrial change 
doesn’t occur, withdrawal bleeding 
is rare. Artificial stimulation and 
“estrogen dependence” are avoided. 
Complicated dosage adjustment is 
unnecessary. Finally, there are no 
“peak-and-valley” estrogenic effects. 


You can observe this unique effect 
in your patients. Simply prescribe 
two TACE 12 mg. capsules daily 
for 30 days. A severe case may re- 
quire an additional 30-day course. 


TRADEMARK: TACE® 


THE WM. S. MERRELL COMPANY 


New York « Cincinnati « St. Thomas, Ontario 


| 
: 
m™ GP june 1960 241 


NOW! 
QUICKER, MORE EFFECTIVE 
DECONTAMINATION! 


prevent 
epidemic 
staph... 
maintain 
hospital 
asepsis 


*Clorpactin (a group of organic 


WAREXIN hypochlorous derivatives) to 
which buffers have been added 
A MODERN RAPID STERILIZING AGENT for stability. Lethal to FUNGI, 
BACTERIA, VIRUSES, RESISTANT 
SPORES ... yet is non-toxic. 


Immediate Room Reoccupancy! Warexin provides complete 
decontamination of floors, walls, furniture and linens within 
a few hours, unlike other 24-hour sterilizing agents. This 
means more efficient use of space, saving time and money. 
An effective deodorizing agent, Warexin oxidizes organic 
wastes. Non-irritating to hands, it will not stain or discolor. 


For complete decontamination...add 1 measureful of a 
Warexin to 10 quarts of ordinary tap water. Adaptable to ™!* WITH ORDINARY TAP WATER 


regular mopping or wet vacuuming. No rinsing necessary. FOR ADDITIONAL USES OF WAREXIN 
WRITE FOR COMPLETE BROCHURE 


Cost: only 10-12¢ per gallon! 
RUBBER COMPANY 
PROVIDENCE 2.R.!. 
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painful 
breast 
engorgement 
prevented 


Treatment of choice to suppress lactation.' Clinicians? have named 
TACE “,,. the most satisfactory drug for use at delivery in the suppression 
of lactation.” 

Re-engorgement almost never occurs. In over 3,000 patients studied,!* 
only 3 cases of refilling were reported. 

Withdrawal bleeding rare,'* because TACE, stored in body fat, is re- 
leased gradually, even after therapy is discontinued. 

Available ...12 mg. and 25 mg. capsules 


(chlorotrianisene) 


prevent 
hemorrhage 


due to a 


A 1. Bennett, E. T. and McCann 

uterine atony E. C.: J. Maine M. A. 45:225. 2. 
TACE Eichner, E., et al.: Am. J. Obst. & THE WM. S. MERRELL COMPANY 
: . Gynec. 6:511. 3. Nulsen, R. O., et New York © Cincinnati * St. Thomas, Ontario 
with Ergonovine _al,: Am. J. Obst. & Gynec. 65:1048. TRADEMARKS: ‘TACE WITH ERGONOVINE,” TACE® 
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She knows. And the moment is bright. Now... 

\ \ h e nN to preserve her serenity throughout the coming 

th eT e’S months. @ One way is to make sure mother- 

~  to-be is getting the right kind of nutritional 

ad pra support—such as that provided by Pramilets. 


For Pramilets complement the sound dietary 


| hh h e r regimen you Il give your pregnant patient with: 

f utur e _ (1) phosphorus-free calcium; (2) well-tolerated 
§ iron, in the form of ferrous fumarate; and (3) the 

other essential vitamins and minerals. @ Your patient will be grateful, too, 

for Pramilets’ easy dosage schedule. In most cases, a sh e|| 

Filmtab a day is all that’s needed to carry her through 

term. @ As for a reminder to take her daily supple- ne eC 


ment, the slim, graceful Table 
Bottle will take care of that. Pramilets. t 


Comprehensive vitamin-mineral support with just 1 Filmtab daily. 


Pramilets—Abbott's Phosphorus-free Prenatal Supplement. 
Filmtab—Film-sealed Tablets, Abbott; U.S. Pat. No. 2,881,085. 
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par 

ABBOTT 
006245 
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urinary pain? 


after the first dose of 


PYRIDIUM 


brand of phenylazo-diamino-pyridine HCI 


This is why Pyridium is so desirable for urologic 
patients with pain, burning, frequency or urgency. 
Pyridium brings fast comforting relief—usually 
within 30 minutes—because of its local analgesic 
effect. Since Pyridium is compatible with all anti- 
bacterials, it permits more flexible therapy. Thus, 
you can give the agent of your choice to control any 
underlying infection. And unlike fixed analgesic- 


PY-GPol 


antibacterial combinations, Pyridium provides 
greater symptomatic relief in the recommended 
daily dose. This relief can be maintained for as long 


as necessary because Pyridium is ex- 
tremely well tolerated. AVERAGE DOSE: pty 


Adults—2 tablets t.i.d. Children (9 to 


12)—1 tablet t.i.d. suppLiep: 0.1-Gm. 
tablets, bottles of 50, 500 and 1,000. 


cHit_corTT 
MORRIS PLAINS, 


in urologic patients taking 


MANDELAMINE 


brand of methenamine mandelate 


This is why Mandelamine is so excellent to use 
in chronic resistant urinary disorders. Antibac- 
terial but not antibiotic, Mandelamine is highly 
effective against many organisms resistant to anti- 
biotics (and sulfas, too). And since Mandelamine 
works solely within the urinary tract, sensitivity 
risks and systemic reactions are relatively rare, 
even during prolonged usage. Mandelamine is 
effective, well tolerated, and economical, too. 


DOSAGE: Adults—average dose is 2 Mandelamine 
Hafgrams, q.i.d. Children over 5—1 Mandelamine 
Hafgram q.i.d. Children under 5—1 tsp. Mandel- 
amine Suspension q.i.d. supPLIED: Mandelamine 


Hafgrams® (0.5 Gm. tablets); 0.25 
Gm. tablets; also pleasantly fla- (xs 


vored Mandelamine Suspension 
containing 0.25 Gm. methenamine 


mandelate per 5-cc. teaspoonful. 


4 
cHIiLcoTT 
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‘The first full-range medication 
for chronic gout and gouty arthritis 


NCW 


provides comprehensive treatment by combining in Average Dose: One tablet three times a 
one convenient dose: day after meals. Literature on method 


of administration and dosage is avail- 
FLEXIN® Zoxazolaminet: the most potent uricosuric able upon request. 


i 1+4 
agent available Supplied: TRIURATE is available as 


Colchicine: time-tested specific for gout—effective eige, scored tablets, imprinted 
in preventing acute attacks'.5.6 of 


TYLENOL® Acetaminophen: effective, nonirritating (1) Boland, E. W.: World-Wide Abstracts 


3:11, 1960. (2) Kolodny, A. L.: J. Chron. 
thet which does not interfere with uricosuric Dis. 11:64, 1960, (3) Talbott, J. H. 


Arth. & Rheumat. 2:182, 1959. (4) 
the triple therapeutic action of TRIURATE provides all Burns, J. J.; Yu, T. F.; Berger, L., and 
these Clinical benefits: Gutman, A. B.: Am. J. Med. 25:401, 


. f : ; 1958. (5) Beckman, H.: Pharmacology 
promotes maximum urinary-urate excretion in Clinical Practice, Philadelphia, 

* markedly reduces serum uric acid Saunders, 1952, pp. 515-516. (6) Tal- - 

* relieves chronic pain and discomfort bott, J. H.: J. Bone & Joint Surg. 

- lessens frequency and severity of acute attacks 40-4:904, 1958. (7) Batterman, R. C., 

facilitates tophi and Grossman, A.: J.A.M.A. 159: 1619, 

: ption oF existing topni... 1955. (8) Connor, T. B.; Carey, T. N.; 
prevents formation of new deposits Davis, T., and Lovice, H.: J. Clin. Invest. 

+ helps restore mobility 38:997, 1959. (9) Reed, E. B.: Unpub- 

* maintains effectiveness with minimal side effects _—‘ished data. 


*Trade-mark Patent No. 2,890,985 


McNEIL LABORATORIES, INC + PHILADELPHIA 32, pA. (McNEIL} 
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When you prescribe a feeding formula, doctor, naturally 
you want a formula that meets all known nutritional needs and most 
closely resembles breast milk. You want a formula optimal in pro- 
teins, carbohydrates, vitamins and minerals, to promote sound health 
and physiologic growth. In sum...the finest formula modern medi- 
cine provides. 

The S-M-A formula, made by Wyeth, fulfills these require- 
ments. It is a nutritionally balanced formula patterned after breast 
milk. It is convenient...ecasy-to-mix...and economical. S-M-A costs 
only pennies more per day than home supplemented “sugar-and- 


milk” formulas. 
Wyeth Laboratories Philadelphia 1, Pa. 


Food Formula for Infants 


> 
a 
hy 
+ 
INSTANT POWDER CONCENTRATED LIQUID 
oo 
® 
A Century of Service to Medicine a 


CITRUS BIOFLAVONOIDS 


When 
capillary 

or other 
vascular 
damage 
accompanies 
stress 
conditions 


Hesperidin, Hesperidin Methyl Chalcone, or Lemon Bioflavonoid Complex are 
prescribed as therapeutic adjuncts for control of vascular and capillary damage 
and abnormal cellular metabolism associated with many stress conditions. 


These stress conditions may result from nutritional deficiencies, 
environment, drugs, chemicals, toxins, virus or infection. 
SUNKIST AND EXCHANGE BRAND Hesperidins and Lemon Bioflavonoid 


Complex are available to the medical profession in specialty 
formulations developed by leading pharmaceutical manufacturers. 


Sunkist Growers 


PRODUCTS SALES DEPARTMENT « PHARMACEUTICAL DIVISION 
Ontario, California 
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Maintenance 
of 

Capillary 
Integrity 


Incidence of impaired capillary 
function is more frequent than 
previously recognized. Many pub- 
lications indicate the frequency 
of increased capillary weakness 
ranges from 16% to as high as 
80% of patients examined (1-4). 


Reports show older people have a 
high incidence of capillary fragil- 
ity (6). In a group of 111 patients, 
capillary weakness was noted to 
be greatest in the fifth and sixth 
decades (5). 


Hypertensives (7, 8, 9) and those 
with chronic diseases such as arte- 
riosclerosis, diabetes and rheuma- 
toid arthritis, have shown varying 
degrees of capillary involvement. 
Hemorrhagic conditions of the 
brain and heart have shown local- 
ized injury in the capillary (10, 11). 
Capillary fragility has been shown 
to be associated with many bacte- 
rial, viral and inflammatory dis- 
eases (12-23). 


Various bioflavonoid materials 
have been evaluated for their 
effect upon the capillary. Degree 
of fragility has been determined 
by numerous procedures (24-30). 


The therapeutic rationale of com- 
bining Hesperidin or other citrus 
bioflavonoids with ascorbic acid or 
other therapeutic agents is based 
on the premise that capillary weak- 
ness may be a contributing factor 
to the disease state and that capil- 
lary integrity should be main- 
tained. Citrus bioflavonoids in 
conjunction with ascorbic acid 
appear to enhance the efficacy of 
other therapy, and help control 
such factors as infection, stress and 
nutritional deficiency even in cases 
not showing capillary weakness. 


NOTE: For bibliography (B-701) 
write Sunkist Growers, Pharma- 
ceutical Division, 720 E. Sunkist 
Street, Ontario, California. 
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= more doctors are prescribing — 


= more patients are receiving the benefits of - 
= more clinical evidence exists for — 


in congestive failure 


“Chlorothiazide was given to 16 
patients for a total of 295 patient- 
treatment days.” “Chlorothiazide is. 
a Safe, oral diuretic with a clinical 
effect equal to or greater than a 
parenteral mercurial.” Harvey, S. D. 
and DeGraff, A. C.: N. Y. State J. 
Med., 59:1769, (May 1) 1959. 


DOSAGE: Edema—One or two 500 mg. tablets 
DIURIL once or twice a day. Hypertension— 
One 250 mg. tablet DIURIL twice a day to 
one 500 mg. tablet DIURIL three times a day. 


“... Our program has been one of 
polypharmacy in which we attempt 
to deplete body sodium with chloro- 
thiazide. This drug is continued in- 
definitely as background medication 
for all antihypertensive drugs.” 
Moyer, J. H.: Am. J. Cardiology, 
3:199, (Feb.) 1959. 


al edema 


“Chlorothiazide is an excellent agent 
for relief of swelling and breast sore- 
ness associated with the premen- 
strual tension syndrome, since all 
patients [50] with these complaints 
were completely relieved.” Keyes, 
J. W. and Berlacher, F. J.: J.A.M.A., 
169:109, (Jan. 10) 1959. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL 
(chlorothiazide) in bottles of 100 and 1,000. 

DIURIL is a trademark of Merck & Co., INC. 

Additional information is available to the physician on request. 
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(CHLOROTHIAZIDE) 


than for all other diuretic-antihypertensives combined! 


in edema | 


“One hundred patients were treated with 
oral chlorothiazide.” “In the presence of 
Clinically detectable edema, the agent was 
universally effective.” ‘Chlorothiazide is 
at present the most effective oral diuretic 
in pregnancy.” Landesman, R., Olistein, 
R. N. and Quinton, E. J.: N. Y. State J. 
Med., 59:66, (Jan. 1) 1959. 
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“All three of the patients with Laen- 
nec’s cirrhosis, ascites and edema 
had a favorable response, with a mean 
weight loss of 8 Ibs., during the five- 
day treatment period with a slight 
decrease in edema.” Castle, C. N., 
Conrad, J. K. and Hecht, H. H.: Arch. 
Int. Med., 103:415, (March) 1959. 


“In a study of 10 patients with the 
nephrotic syndrome associated 
with various types of renal disease, 
orally administered chlorothiazide 
was a successful, and sometimes 
dramatic, diuretic agent.” Burch, 
G. E. and White, M. A., Jr.: Arch. 
Int. Med., 103:369, (March) 1959. 


«> MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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Coumadin is the 


original and only 


warfarin sodium 
responsible for 
establishing this 
drug as “the best 
anticoagulant 


available today* 


(over 50 published 
papers since 1953) 


OR INTRAMUSCULAR USE SODIUM 


IN MYOCARDIAL INFARCTION AND 
OTHER THROMBOEMBOLIC DISORDERS 


100 Tabdets, Mo. 200% 


COUMADIN’, 


~~ SUPPLIED: Oral—scored tablets, 2 mg., 5 mg., 7Y/2 mg., 
10 mg., 25 mg. Parenteral —single injection units, consisting of 
one vial, 75 mg., and one 3-cc. ampul Water for Injection. 


COUMADIN (warfarin) Sodium is manufactured under license from the 
Wisconsin Alumni Research Foundation...clinically established by Endo. 


Complete Information and Reprints on Request 
LABORATORIES 
Richmond Hill 18, New York 


491, Sept..13, 1956. 17, Clatanoft 
: od. 92:52, May, 1956. 19. Pollock, B. E.: Clinical experier egy “Coumadi 
Soe new anticoagulant drug, 9 6:506, Dec., 1955. 20. Pollock, 
LAMA, 159:1094, Nov, 12, 1955, 21. Shapiro, S.: The hypoprothrombinemic 
ave sfure re Fy de IUMAL 
e! rom on 26:405, Sent, ‘1959. 25, Hill ier, W. 
of « sis treatment, | 5:549, May, 4 
19:97, Jon., 1959. 29. Kiciner, 1, S., and Orten, J. M.: 
Use of anit ants in the treatment of coronary artery disease, Po: 
grad. Med. 24:110, Aug., 195% at. Long-term anticoagu! era, 
eral arterial discose, Dis. a 
Friedberg, C. K.: Rece advances na ar 
agement, New York: J. Med. 57:3643, Nov. 15, 19 
— dium as long-term anticoagulant, M. Science 
ond Oglesby, P.: Long-term 4 
43. Biiner, 0. A steady of 235 cases | 
ae. and Aird, R. B.: M. Clin, North 1S 
48, Wright, |. S. atus oon! — COAG: 
“pre binen ing drugs, y 6:49 INDO LasoRATORES IC. 
Principles of ant therapy and their ap; MCHMOND wEW YORE 


Your surgical convalescent feels better 
because he is better with 


Durabolin 


(Nandrolone phenpropionate injection, ORCANON) 


for safe potent anabolic stimulation 
-++ to maintain positive nitrogen balance 


-++ to promote rapid wound healing 
| CC. ONCE each week ++ to restore appetite, strength, vitality 

++ to shorten convalescence, save nursing time 

+ to reduce the cost of recovery 

Supplied: 1-cc. ampuls (box of three) and 5-cc. vials, 


25 mg. nandrolone phenpropionate/ cc. 
Adults: 1 cc. i.m. each week, or 2 cc. every other week. 


Orcanon Inc., W. Orange, N. J. 
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for morning sickness 


brand of meclizine hydrochloride * 


DOSAGE: 

One or two tablets 

give 24 hour protection. 
Administer at bedtime to 
prevent “next morning” 
sickness. 


Trademark 
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basic 
by every 
standard 


“Also, there are fewer therapeutic failures when patients 
are treated with ...[BONINE] than with the other drugs.” 
i "t.,.[BONINE] is highly effective in relieving the nausea 
effectiveness / and vomiting of pregnancy, providing also the advantage of 
prolonged action. Thus, patients need not anticipate med- 
ication in the early morning hours when nausea is at its 

worst.’’2 


",,.[BONINE] is a drug which is safe and nontoxic to both 
safety the mother and fetus and which is attended by a minimum 
of undesirable side effects.’ 


“The incidence of side effects is very low and this agent 
4 exhibits less sedation and somnolence within therapeutic 
toleration ranges than any of the effective antiemetic agents.”” 


"Side effects were conspicuous by their rarity.’’? 


"The most striking advantage of.../[BONINE] was that the 
administration of an effective dose only once daily, at bed- 
- time, gave 24 hour protection, thus obviating the incon- 
convenience venience and distress of repeating doses during the day.’* 
"...[BONINE] is especially effective and has the advan- 
tages of a long duration of action (up to 24 hours) anda 

minimum of untoward side reactions.”’! 


A single low-dosage drug providing therapeutic benefit at 
reasonable cost...contains no unnecessary added ingre- 

economy dients that increase cost...requires no extended-action 
tablet structure for prolonged effect. 


° The value of BONINE as an antinauseant has been well 
experience documented and is supported by six years of successful 
clinical use.'-* 


only rarely does one drug meet so 
well the needs of one condition 


REFERENCES: 1. Moyer, J. H.: M. Clin. North America, Mar., 1957, p. 405. 2. Lebherz, T. B., 
and Harris, J. H.: Obst. & Gynec. 6:606, 1955. 3. Mulherin, C. McL., and Bryans, C. |, Jr.: 
J. M. A. Georgia 45:46, 1956. 4. Bass, R. F.: Mississippi Doctor 32:176, 1954. 5. Seidner, H. M.: 
iilinois M. J. 109:20, 1956. 6. Charlies, C. M.: Geriatrics 11:110, 1956. 7. Weil, L. L.: J. Florida 
Acad. Gen. Practice 4:9, No. 3, 1954. 8. Kinney, J. J.: J. M. Soc. New Jersey 53:128, 1956. 
9. Semmens, J. P.: Obst. & Gynec. 9:586, 1957. 10. Conner, P. K., Jr., and Moyer, J. H.: GP 
14:124, No. 5, 1956. 11. Daeschner, C. W., et al.: South. M. J. 49:1465, 1956. 12. Report of study 
by Army, Navy, Air Force Motion Sickness Team: J.A.M.A. 160:755, 1956. 13. Kean, B. H.: 
GP 20:112, No. 6, 1959. 14. Seppanen, A.: Geriatrics 14:457, 1959. 15. Hardman, E. F.: North 
Carolina M. J. 20:298, 1959. 16. Master, A. M.: New York J. Med. 58:2712, 1958. 


SUPPLIED 
BONINE Tablets, scored, 25 mg. 

BONINE Chewing Tablets, mint-flavored, 25 mg. 

BONINE Elixir, cherry-flavored, equlv. 12.5 mg./5 cc. i 


Professional Information Available on Request 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N.Y. Science for the world's well-being™ 
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continuous relief 
from 

“pressure pain” 
and 
congestion 


NOVAHISTINE SINGLET” faster 


One Novahistine Singlet tablet usually gives prompt and continuous relief in sinusitis. 
it combines the decongestive Novahistine Effect with a virtually nontoxic, well-tolerated 
analgesic. Novahistine Singlet relieves pain, opens blocked nasal sinuses, reduces 
edema and helps restore normal sinus drainage and ventilation. 

Dosage: One tablet every 6-8 hours (usually morning, afternoon and bedtime). 


Each Novahistine® Singlet tablet contains 40 mg. phenylephrine HCI, 8 mg. chlorprophenpyridamine 
maleate and 500 mg. APAP (N-acetyl-p-aminophenol). Supplied in bottles of 50 tablets. 


Novahistine formulas have been prescribed more than 9,000,000 times since 1952—based on National 
Prescription Audits, 


At PITMAN-MOORE COMPANY oision oF ALLIED LABORATORIES, INC.. INDIANAPOLIS 6, INDIANA 
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while they are planning 
their family 


they need your help 


more than ever the most widely prescribed contraceptive 


WHENEVER A DIAPHRAGM IS INDICATED 
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depression... 


You see an improvement within a few days 
Thanks to your prompt treatment and the 
smooth action of Deprol, her depression 
is relieved and her anxiety and tension 
calmed — often in a few days. She eats 
well, sleeps well and soon returns to her 
normal activities. 
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calms anxiety! 


Smooth, balanced action lifts 


depression as it calms anxiety... 


rapidly and safely 


Balances the mood —no “seesaw 
effect of amphetamine-barbiturates 
and energizers. While amphetamines 
and energizers may stimulate the patient 
—they often aggravate anxiety and 
tension. 


And although amphetamine-barbiturate 
combinations may counteract excessive 
stimulation—they often deepen depression. 


In contrast to such “seesaw” effects, 
Deprol’s smooth, balanced action lifts 
depression as it calms anxiety—both at the 
same time. 


Acts swiftly — the patient often feels 
better, sleeps better, within a few 
days. Unlike the delayed action of most 
other antidepressant drugs, which may 
take two to six weeks to bring results, 
Deprol relieves the patient quickly — often 
within a few days. Thus, the expense to 
the patient of long-term drug therapy can 
be avoided. 


Acts safely — no danger of liver 
damage. Deprol does not produce liver 
damage, hypotension, psychotic reactions 
or changes in sexual function—frequently 
reported with other antidepressant drugs. 


Bibliography (13 clinical studies, 858 patients): 1. Alexander, L. (35 patients): Chemotherapy 
of depression — Use of meprobamate combined with benactyzine (2-diethylaminoethyl benzilate) hydrochlo- 
ride. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients): Meprobamate 
and benactyzine hydrochloride (Deprol) as adjunctive therapy for patients with advanced cancer. Antibiotic 
Med. & Clin. Therapy 6:648, Nov. 1959. 3. Beerman, H. M. (44 patients): The treatment of depression with 
meprobamate and benactyzine hydrochloride. Western Med. 1:10, March 1960. 4. Bell, J. L., Tauber, H., 
Santy, A. and Pulito, F. (77 patients): Treatment of depressive states in office practice. Dis. Nerv. System 
20:263, June 1959. 5. Breitner, C. (31 patients): On mental depressions. Dis. Nerv. System 20:142, (Section 
Two), May 1959. 6. Gordon, P. E. (50 patients): Deprol in the treatment of depression. Dis. Nerv. System 
21:215, April 1960. 7. Landman, M. E. (50 patients): Clinical trial of a new antidepressive agent. J. M. Soc. 
New Jersey. In press, 1960. 8. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., Slattery, J. J., 
Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. B. (128 patients): Treatment of depression — New 
technics and therapy. Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 9. Pennington, V. M. (135 patients): 
Meprobamate-benactyzine (Deprol) in the treatment of chronic brain syndrome, schizophrenia and senility. 
J. Am. Geriatrics Soc. 7:656, Aug. 1959. 10. Rickels, K. and Ewing, J. H. (35 patients): Deprol in depressive 
conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959. 11. Ruchwarger, A. (87 patients): Use of 
Deprol (meprobamate combined with benactyzine hydrochloride) in the office treatment of depression. 
M. Ann. District of Columbia 28:438, Aug. 1959. 12. Settel, E. (52 patients): Treatment of depression in the 
elderly with a meprobamate-benactyzine hydrochloride combination. Antibiotic Med. & Clin. Therapy 7:28, 
Jan. 1960. 13. Splitter, S. R. (84 patients): Treatment of the anxious patient in general practice. J. Clin. & 
Exper. Psychopath. In press, April-June 1960. 


Dosage: Usual starting dose is 1 tablet q.i.d. When 
necessary, this dose may be gradually increased up to 
3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write 
for literature and samples. 


Deprol* 


Qi WALLACE LABORATORIES /New Brunswick, N. J. 
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Unless your practice is limited to 
bacteriology ... or your patients 
are all in the upper income 
brackets...you have doubtless re- 
ceived complaints about the cost 
of the medication you prescribe. 


what your patient} 
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gets 


ime of these complaints can probably be dismissed lightly as 


oming from cranks, who would complain about your fee for a 
nidnight house call to save the life of a dying child. Others, how- 
wer, are made seriously by thoughtful patients and deserve an 
swer in kind. You know what the patient gets from his phar- 
macist because you have prescribed it. Do you also know that 
ie average cost of a prescription is about $3.00? Only about one 
100 costs $10.00 or more, and 3g out of 5 of the prescriptions 
e under $3.00. These figures are based on retail prices. They 
clude the manufacturer’s research, development, and manu- 
acturing costs and all distribution costs of the wholesale and the 
‘tail druggist. Only you and your patients can judge whether 
oday’s drugs at these prices represent a fair quid pro quo, an 
quitable balance between what is given and what is received. 
soveice the modlcal profession and tm the same apirit, it ts cotried 


by this publication. For additional information, please write Pharmaceu- 
tical Manufacturers Association, 1411 K Street, N.W., Washington 5, D.C. 
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new 
formance 


molecule 


provides the physician with an added measure of assurance 


provides the patient with an added measure of therapeutic effectiveness 


TABLETS 


DARCIL 


Efficiently absorbed 
Peak blood levels rapidly induced 


Darcit (phenethicillin potassium) is more rapidly and more completely absorbed 
from the gastrointestinal tract than any other type of penicillin molecule. As a 
result, tissues are more likely to be supplied with adequate penicillin, despite in- 
dividual patient-variation in the absorption of drugs. Blood concentrations of 
Darcit directly reflect dosage levels, permitting adjustment of dosage to severity iad 
of infection. Service to Medicine 


| Highest oral penicillin blood levels 
| Predictable blood levels : 
| Highest urinary excretion 
: | Lethal in vitro to many Staph. strains resist- 
ig ant to other penicillins 

i 
| 
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Many strains of Staph. aureus susceptible 


Morigi et al.' administered phenethicillin 
potassium to 47 patients with a variety of 
bacterial infections caused by penicillin- 
susceptible organisms. Twenty strains of 
Staph. aureus were isolated from pre-ther- 
apy cultures; 19 were highly susceptible to 
phenethicillin potassium in vitro: one was 
resistant. Of 47 patients treated, 38 were 
cured ; 6 improved, and 3 were unresponsive. 


Prompt regression of symptoms 

Cronk et al.2 report prompt regression of 
symptoms and disease in 38 patients with 
diseases caused by penicillin-susceptible 
organisms. The authors conclude that fur- 
ther experience will undoubtedly demonstrate 
the antibiotic to be highly efficacious in all 
infections caused by susceptible organisms. 


References: 1. Morigi, E.M.E., et al.: Antibiotics 
Annual 1959-1960 Antibiotica Inc., New York, N.Y. 
pp. 127-132. 2. Cronk, G.A., et al.: Ibid. pp. 133-145. 
3. Wright, W.: Reported in Morigi, E.M.E., ef al.: 
Ibid. 127-132. 


Average penicillin serum concentrations? foliow- 
ing a single 250-mg. dose 

phenethicillin potassium 
potassium penicillin V 


3 48 
3.2 
/ 
1 
/ 1.6 
0% 1 2 3 4 5 6 
Hours 


Average penicillin urine concentrations! follow- 
ing a single 250-mg. dose . 


Potassium 
Penicillin 18.2% 


TABLETS 


DARCIL 


Penicillin-152 Potassium 
phenethicillin potassium, Wyeth 

DARCIL is a new penicillin molecule, designated chemically as potas- 
sium a-phenoxyethy! penicillin. It is remarkably stable in acid solutions ; 
is lethal in vitro to clinical isolates of certain strains of staphylococci 
resistant to other penicillins; has a lower CDs) (median curative dose) 
against certain organisms than the natural penicillins; and is efficiently 
absorbed from the gastrointestinal tract, yielding early high penicillin 
serum levels and urine excretion levels substantially higher than those 
observed following equivalent oral dosages of penicillin G or V. 

Darcix is active against streptococci (Groups A, B, C, and D), 
Diplococcus pneumoniae, Neisseria and Staphylococcus aureus, in- 
cluding some strains of that organism which are resistant to other 
penicillins. It is bactericidal in serum concentrations obtainable on oral 
administration. As is the case with other penicillins, bacterial re- 
sistance develops slowly. 


Indications 


Darcix is recommended in the treatment of the following bacterial 
infections due to penicillin-susceptible organisms: 

Respiratory Tract Infections: acute pharyngitis, septic sore throat, 
tonsillitis, otitis media, laryngitis, cervical adenitis, bronchitis and lobar 
or bronchopneumonia. 

Skin, Soft Tissue and Surgical infections: erysipelas, cellulitis, 
lymphangitis, wound infections and pyodermia. 

Urinary Tract Infections: gonorrhea, acute and chronic cystitis, 
pyelonephritis and prostatitis. 

Other Infections: scarlet fever and puerperal sepsis. 

The clinical utility of Darcit in the treatment of syphilis, endo- 
carditis, or meningitis has not been established. 

Dosage 

Recommended Dosage: 125 mg. (200,000 units) or 250 mg. (400,000 
units) three times daily depending on the severity of the infection. 
Larger doses of 500 mg. (800,000 units) three times daily or 250 mg. 
every four hours may be used for more severe infections. 

Beta-hemolytic streptococcal infections should be treated for at least 
ten days to prevent the development of acute rheumatic fever. 


: Precautions 

Allergic reactions to oral penicillin, although rare, are more likely to 
occur in patients with histories of hay fever, asthma, and those who 
have previously reacted adversely to penicillin. If the use of penicillin in 
such patients is imperative and reactions occur, the physician should 
have available resuscitative drugs such as epinephrine, antihistamines, 
aminophylline, etc., for intravenous administration, and discontinue 
further use. Administration of oral penicillin, in rare instances, may pro- 
voke acute anaphylaxis, particularly in penicillin-sensitive individuals. 

The use of antibiotics occasionally results in the overgrowth of non- 
susceptible organisms. If superinfection occurs during therapy appro- 
priate measures should be taken. 

Loose stools have been reported occasionally. Other signs of toxicity 
are rare. 

Supplied 
Tablets, scored; each containing 250 mg. (400,000 units) phenethicillin 
potassium; vials of 36. 
Wyeth Laboratories Philadelphia 1, Pa. 


*Trademark 


Meg./mi. Units/ml. 
6.4 
0-6 Hrs. 6-12 Hrs. 24 Hrs, 
4 


MEAT for 


Do you indicate 
breaking 
the long night fast 
with nutritious 


breakfast 


Ge Meat is a logical 
nutritious ‘‘build-up”. Far too many people, 
both adults and children, need to be reminded 
professionally that a nourishing breakfast is 
essential to help maintain good health. 


Meat adds Zest to breakfast 


AMERICAN 


MAIN OFFICE, CHICAGO 


MEAT 


INSTITUTE 


° MEMBERS THROUGHOUT THE NATION 
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Antivert 


The latest ANTIVERT report confirms earlier 
findings: ANTIVERT saints vertigo in 9 out of 
10 patients. This combination of meclizine (an 
outstanding antihistamine for vestibular dys- 
function) and nicotinic acid (the drug Of 
choice for prompt vasodilation’) “... proved 
more effective than the use of either 
alone.’” Out of 50 patients with Meniere’s syn- 
drome, only 4 failed to respond to ANTIVERT.” 
Prescribe one ANTIVERT tablet (12.5 mg. mecli- 
zine; 50 mg. nicotinic acid) before each meal 
for relief of Meniere’s syndrome, 


June 1960 


STOPS VERTIGO 


9 TIMES OUT OF 10!! 


rotic vertigo, labyrinthitis and vertigo of non- 
specific origin. 
Supplied: In bottles of 100 blue-and-white scored tablets. 
Prescription only. 


1957. 


gag 1, H. Med. 4:313 (Mar.) 
Eye Ear Nose & Throat Month. 
New York 17,N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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The new “spoon “henrcllin 


Blood levels 

after oral 
administration: 
twice as high 

as oral potassium 


penicillin V.' 


4.0 


| 
DRAME ILL 


AVERAGE SERUM CONCENTRATIONS (mcg. /mi.) 


..and 

twice as 

high as 
intramuscular 
penicillin G 


potassium.’ 


.. absorbed 
speedily through- 
out the 
gastrointestinal 
tract—stomach 
to colon.” 
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AVERAGE SERUM CONCENTRATIONS (mcg. /mi.) 
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DRAMCILLIN- 


potassium 


that surpasses* the “needle” 


Effective against “resistant” staphylococci: 
Some strains of staphylococci resistant 
to penicillins G, O and V in vitro exhibit 
sensitivity to potassium phenethicillin 
(DRAMCILLIN-S). This synthetic peni- 
cillin appears more resistant than 
natural penicillins to inactivation by 
staphylococcal penicillinase. 


Allergenicity: It is not as yet possible to 
draw definite conclusions regarding the 
incidence of allergenicity to DRAMCIL- 
LIN-S, or to its cross-allergenicity with 
natural penicillins. It is recognized that 
oral therapy presents less danger of se- 
vere allergic reactions than does par- 
enteral penicillin therapy. The usual 
precautions for oral penicillin therapy 
should always be observed. Special care 
should be exercised in patients with his- 
tories of asthma, hay fever, urticaria, or 
previous reaction to penicillin. 


Indications: DRAMCILLIN-S is indicated in 
the treatment of infections caused by 


GP June 1960 


penicillin-sensitive organisms. Like all 
oral penicillins, it is not recommended 
at present in deep-seated or chronic in- 
fections, subacute bacterial endocarditis, 
meningitis or syphilis. 

Dosage: One or 2 teaspoonfuls (125 mg.), 
three or four times daily, depending on 
the severity of the infection. To assure 
optimum blood levels, it is advised that 
this medication be taken in the fasting 
state. Beta hemolytic streptococcal infec- 
tions should be treated forat least 10 days. 


Availability: Bottles of 30 and 60 cc. Each 
teaspoonful (5 cc.) supplies 125 mg. 
DRAMCILLIN-S, equivalent to 200,000 
units. 

References: 1. Wright, W.: Cited by Morigi et al. 2. Pindell, 
M. H.; Tisch, D. E.; Hoekstra, J. B., and Reiffenstein, J. C.: 
Antibiotics Annual, 1959-1960, p. 119. 3. Morigi, E.M.E.; 
Wheatley, W. B., and Albright, H.: Antibiotics Annual 1959- 
1960, p. 127. *with regard to immediate blood levels 


DRAMCILLIN: 
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The long-acting nasal decongestant with the therapeutic ‘‘one-two 


Superior relief of nasal stuffiness due to sinusitis, through a unique ‘‘counterbalanced” formula of four 
ingredients — two decongestants and two antihistaminics. Round-the-clock benefits on only three tablets a day. 


Each long-acting NALDECON ‘“‘tablet-within-a-tablet” contains: 


Inner Core 
Outer Layer (additional Total Content 
re re te 
Decongestants: 
5 mg. 10 mg. 
Phenylpropanolamine HCI 20 mg. 20 mg. 40 mg. 
Antihistaminics: 
Phenyltoloxamine citrate ........................... 7.5 mg. 7.5 mg. 15 mg: 
Chliorpheniramine maleate ......................... 2.5 mg. 2.5 mg. 5 mg. 


Each teaspoonful (5 cc.) of NALDECON Syrup con- 
tains the equivalent of one-half a NALDECON Tablet. 


SUPPLY: Tablets, scored, bottles of 50. Syrup, prescription bottles of 16 oz. 


BRISTOL LABORATORIES, SYRACUSE, N. Y. 
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peripheral vascular disease... 
brings blood to deep tissues 
| gastrointestinal side effects’ 


lsoxsuprine hydrochloride, Mead Johnson 


e increases blood flow by direct 
4 action on the smooth muscle of 
the blood vessels"? 
4 ED ’ e provides relief in a high percent- 
: q 2 a age of patients with a wide variety 
of peripheral vascular disorders*” 
4 | e effective in intermittent claudi- 
| cation,2* coldness and numbness 
of extremities,*® trophic ulcers,” 
and leg cramps*’ associated with 
“a arteriosclerosis obliterans, diabetic 
' 
vascular disease, Buerger's disease, 
Raynaud's disease and frostbite 


Dosage and administration; 1 or 2 tablets (10 to 
20 mg.) three or four times daily. 


Supply: 10 mg. tablets, bottles of 100; 2 cc. ampuls 
(5 mg./cc.) for intramuscular use, boxes of 6. 


References:(i) Kaindl, F.; Samuels, S.S.; Selman, D., 
and Shaftel, H.: Angiology 70:185-192 (Aug.) 1959. 
(2) Samuels, S. S., and Shaftel, H. E.::J.A.M.A. 177: 
142-144 (Sept. 12) 1959. (3) Kraucher, G.: Prakt. Arzt 
11:325-329, 1957. (4) Birkmayer, W., and Mentasti, M.: 
Wien. med. Wchnschr. 708:395-396 (May 3) 1958. 
(5) Clarkson, |., and LePere, D.: Detailed report in 
Mead Johnson research files. (6) Billiottet, J., and 
Ferrand, J.: Sem. méd. 34:635-637 (May) 1958, (7) 
Singer, R.: Wien. med. Wechnschr. 707:734-736 
(Sept.) 1957. 


Mead Johnson 
Symbol of service in medicine 


2 
5 
5 
3 
d 
‘a 


more comprehensive 
control 


INDICATIONS 
temiporomandibular 
muscle spasm Neck: acute 
torti¢ollis, osteoarthritis of cer- 
vical spine with spasm of cervical 
muscles, whiplash injury © Trunk AND Crest : costochondritis, intercostal myositis, xiphodynia ¢ Back: 
séute and chronic lumbar strains and sprains, acute low back pain (unspecified), acute lumbar arthritis 
and traumatic injury, compression fracture, herniated intervertebral disc, post-disc syndrome, strained 
muscle(3) © Exrremities: acute hip injury with muscle spasm, unkle sprain, arthritis (as of foot or knee), 
blow to shin followed by muscle spasm, Bursitis, spasm or strain of muscle or muscle group, old fracture 

with recurrent spasm, Pellegrini-Stieda disease, tenosynovitis with assogiated pain and Spasim. 
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a new WU s cle relaxanteana: 


Many ns, painful is often give rise to spasm of skeletal muscles. 
ROBAXISAL, the new <ual-acting: muscle relaxamt-analgesic, treats both the pain and 
the spasmowith o. <cd suceésst In clinical studies on 311 patients, 12 investigators’ 
reported Satisfactory results in 86.5%. Each RO@BAXISAL Tablet contains: 


A relaxant compo. Robaxin® —-svidely recognized for its prompt, !ong-lasting rclief of 
painful skeléta! muscle spasm, with unusual freedom from undesired side effects... 400 meg. 
Robins, U.S. Pex. No. 2770649 


and which has adde/ value as an and antehewmatic agent... . (5 gr.) 325 mg. 


\ DICA TIONS: Rows: sac is indicated when analgesic SUPPLY Rosaxrsat, Tablets (pink-aid-white, leminated) 
is in the treatment of skeletal” bottles of 100 and 

scle spasm and ecvere concurrent pain. Typical 
os are disorders of the back, whiplash and other trau- @nailable: injectable, 1.0 Gm. in 10-cc. 
myositis, atid spasm associated with Tablets, 0.5 Gm. (white, scored) ia bottles of 


Augers, Ga. R. 8. Gordon, Yong, 


lee 
‘Ww 
Making with Seeking tomorrow’: 


The Taste says, Yes / 


BICILLIN' (SION 
SUSPENSION STABLE! READY TO USE! 


Benzathine Penicillin G, Wyeth (Dibenzylethylenediamine Dipenicillin G) 
A Superior Oral Penicillin for Children 


SUPPLIED: Cherry flavor —300,000 units per 5-cc. teaspoonful, bottles of 2 fl. oz. 


Custard flavor —150,000 units per 5-cc. teaspoonful, bottles of 2 fl. oz. 
Wyeth Laboratories, Philadelphia 1, Pa. 


A Century of 
Service to Medicine 
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heart disease with 
failure, and pneumoniti 


within = weeks. No effect on 
pe was amputated. Continued 


CYCLOSPASMOL 


Cyclandelate, Ilves-Cameron 


Effective orally Healed ulcer area 18 months after initiation of therapy. 
Musculotropic'—acts directly on the 
arterial wall to increase blood flow 

Indicated in both occlusive and 

vasospastic disorders 

Increases walking tolerance 

Relieves pain in extremities 

Promotes healing of leg ulcers 

Restores color and warmth to 

extremities 


Literature and professional samples avail- 
able on request. 


1. Council on Drugs, New and Nonofficial Drugs, 
J.A.M.A. 170:167 (Aug. 1) 1959. 


* Trademark 


ves IVES-CAMERON COMPANY 
. New York 16, N.Y. 
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~ another patient with h ypertension? 


in all degrees by itself in most 
of hypertension hypertensives 


nvoroDIURIL with RESERPINE 


HYDROPRES can be used: 


, alone (in most patients, HYDROPRES is the only antihypertensive medication needed.) 


> as basic therapy, adding other drugs if necessary (Should other antihypertensive 
agents need to be added, they can be given in much lower than usual dosage so that their side effects are 


often strikingly reduced.) 


> as replacement therapy, in patients now treated with other drugs (In patients 
treated with rauwolfia or its derivatives, HYDROPRES can produce a greater antihypertensive effect. More- 


over, HYDROPRES is less likely to cause side effects characteristic of rauwolfia, since the required dosage 
of reserpine is usually less when given in combination with HydroDIURIL than when given alone.) 


HYDROPRES-25 HYDROPRES-50 


25 mg. HydroDIURIL, 0.125 mg. reserpine. 50 mg. HydroDIURIL, 0.125 mg. reserpine. 
One tablet one to four times a day. One tablet one or two times a day. 


If the patient is receiving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES is added. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 
fis) MERCK SHARP & DOHME, DIVISION OF MERCK & CO, Inc., PHILADELPHIA 1, PA. 


FHYDROPRES AND HYORODIURIL ARE TRADEMARKS OF MERCK & CO., INC, 
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® 
relieves pain, 
muscle spasm, 


nervous tension 


rapid action - non-narcotic + economical 


“We have found caffeine, used in combination with acetylsalicylic acid, 
acetophenetidin, and isobutylallylbarbituric acid, [Fiorinal] to be one of the most 
effective medicaments for the symptomatic treatment of headache due to tension.” 
Friedman, A. P., and Merritt, H. H.: J.A.M.A. 163:1111 (Mar. 30) 1957. 


Fiorinal Tablets — Each tablet contains: Sandoptal (Allylbarbituric Acid N.F. X) 50 mg. (% gr.), 
caffeine 40 mg. (% gr.) , acetylsalicylic acid 200 mg. (3 gr.) , acetophenetidin 130 mg. (2 gr.). 
Dosage: 1 or 2 tablets every 4 hours, according to need, up to 6 per day. 
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Your hands especially deserve the protective action 
of Silicare. Just a few applications throughout the 
day guard against irritation or dermatitis induced 
by necessarily frequent washing. The literature’* 
offers convincing proof of its protective properties. 


Silicare has a smooth consistency, mild fragrance 
and leaves no sticky film to impair your manual 
dexterity. Contains silicone, camphor, menthol, hex- 
achlorophene. Take advantage of Silicare yourself. 


1. LeVan, P. et al.: Cal. Med. 81:210 (Sept.) 1954. 
2. Salomon, S.L. et al.: Ind. Med. & Surg. 26:474 (Oct.) 1957. 


VLON 
§=6DIVISION NEW YORK, N.Y. 


Will your hands tolerate 
the abuse of frequent washing ? 


Give them the protection and conta 


one application 
protects through 
several washings 
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Wider antibacterial spectrum .dnereased therapeutic 
efficaty Clears infection . inflammation Com- 
bats both gram-positive and gram-negstive invaders 
Minimizes emergence of fegistant strains Lessens 
danger of scarring .Needs.nc refrigeration Virtually 
free from irritative or allergic properties 
INDIGATIONS: Provides wide-spectrum antibacterial, anti- 
antiallergie ection for topical treatment of 
oatients with ocular inflammation Complicated by infection. 
ADMINISTRATION: Apply two to four times daily as required. 
PACKAGING: OPHTHOCORT Ophthalmic Ointment contains 1% 
Chloremycetin® (chloramphenicol, Parke-Davis); 0.5% hydro- 
cortisone acetate, and 5,000 units polymyxin 8 sulfate per Gm , 
supplied in ¥s-oz. tubes. 
PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 


PARKE-LAVIS 
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Analgesics alone merely mask pain. 
New Medaprin adds Medrol* to 
suppress the inflammation that causes 
the pain and stiffness. Thus, to the 
direct relief of musculoskeletal pain, 


Medaprin 


adds restoration of function. 


Medaprin is supplied in bottles of 100 
and 500 tablets, each containing: 300 mg. 
acetylsalicylic acid for prompt relief 

of pain; 1 mg. Medrol to suppress the 
causative inflammation; 200 mg. calcium 
carbonate as buffer. 


"Trademark, Reg. U. S. Pat. Off. — methylprednisolone, Upjohn 
Trademark 


Upjohn THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 
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Potent 
Against 
Pathogens. ... 


Gentle 


In clinical use for more than 13 years and today the 
most widely prescribed single topical antibacterial, 
Furacin retains undiminished potency against patho- 
gens such as staphylococci that no longer respond ade- 
quately to other antimicrobials. Furacin is gentle, non- 
toxic to regenerating tissue, speeds healing through 
efficient prophylaxis or prompt control of infection. 
Unique water-soluble bases provide thorough penetra- 
tion, lasting activity in wound exudates, without “seal- 
ing” the lesion or macerating surrounding tissue. 


the broad-spectrum ® 
bactericide exclusively 
for topical use 


brand of nitrofurazone 


in dosage forms for every topical need 


NITROFURANS —a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 


Soluble Dressing 
Soluble Powder 
Solution 

Cream 


HC Cream 
(with hydrocortisone) 


Vaginal Suppositories 
Inserts 


FURESTROL® Suppositories 
(with diethylstilbestrol) 


Special Formulations 
for Eye, Ear, Nose 
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MAINSTAY 


OF RHEUMATOID ARTHRITIS THERAPY 


Brand of hydroxychloroquine sulfate 


New Long Term Chemotherapy 
of RHEUMATOID ARTHRITIS 


“‘Whatever else may be needed from time 
to time in the management of individual 
cases, these drugs [Plaquenil and on rors | 
should always be given a prolonged tria 
(at least six months) as the ‘mainstay’ of 
therapy.” 
Bagnall, A. W. (Univ. British 
Columbia, Vancouver, B. C.): 
A.M.A. Clinical Meeting (Scien- 
tific Section, Exhibit No. 124), 
Minneapolis, Minnesota, Dec. 
2-5, 1958. 


“The 4-aminoquinoline drugs (Plaquenil 
and Aralen) together with supplemental 
agents administered in nontoxic doses 
of is x) ti 
isease in per cent o patients fol- e of Aralen® and is available 
lowed for Plaquenil sulfate in tablets 
cherbel, A. L.; Harrison, J. 200 mg. (bottles of 1 
and Atdjian, Martin: Cleveland bi 
Clin. Quart. 25:95, April, 1958. 


“When used in tolerated dosage and over 
a sufficient period of time, there appears 
to be a tremendous therapeutic potential 
in the antimalarial drugs. .. . Plaquenil in 
this study did not have as many side effects 
as Aralen and thus appears to be a more 
practical compound.” 


Cramer, Quentin (Kansas City): 
Missouri Med. 55 :1203, Nov., 1958. 


(brand of chloroquine), trademarks reg. U.S. Pat. Off 
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i 
INITIAL—400 to 600 Ad 
.  MAINTENANCE—200 to 400 mg. 
for Plagquenit booklet 
discussing clinical experience 
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To control 
fear, 
frequency, 


and severity of anginal attacks | 


A Century of 
Service to Medicine 


Meprobamate and Pentaerythrito! Tetranitrate, Wyeth 


EQUANITRATE helps control pain and accompanying anxiety in angina 
pectoris. It reduces the number and severity of attacks, increases exercise 
tolerance, and lessens nitroglycerin dependence. 


A recent double-blind studyt comparing meprobamate, a placebo, PETN, 
and EQUANITRATE states: “The best results . . . in both clinical and electro- 
cardiographic response, were observed with a combination of meprobamate 
and pentaerythritol tetranitrate [EQUANITRATE]. . . .”” 


For further information on prescribing and administering EQUANITRATE 
see descriptive literature, available on request. 


Wyeth Laboratories Philadelphia 1, Pa. 


tRussek, H.I.: Am. J. Cardiol. 3:547 (April) 1959. *Trademark 
Supplied: EQUANITRATE 10 (200 mg. meprobamate, 10 mg. pentaerythritol tetranitrate), 
white oval tablets, vials of 50. EQUANITRATE 20 (200 mg. meprobamate, 20 mg. pentaeryth- 
ritol tetranitrate), yellow oval tablets, vials of 50. 
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be 
ready 


for 
summertime 7 


injuries 


sprains 
strains 
lacerations 
fractures 
dislocations 
wrenches 
contusions 
hematomas 
torn ligaments 


, enteric re enzyme ‘National’) 


SAVES DAYS IN HEALING 


e reduces inflammation, edema and discoloration @ eases pain e@ hastens recovery 
ORAL Orenzyme conveniently gets the star player—“little” league or big—back into 
the starting line-up sooner. Orenzyme will “substantially reduce the — swelling 
and pain, and the over-all period of convalescence in edema due to trauma... .”* 

Composition: Each tablet contains trypsin 68%, chymotrypsin 30%, ribonuclease 2%, aes 


in proteolytic activity to 20 mg. of crystalline trypsin. Dosage: Swallow initially, two tablets 
q.i.d. For maintenance, one tablet q.i.d. Supplied: In bottles of 48 red, enteric coated tablets. 


Side Effects: Orenzyme has a wide margin of safety. 


*Coleman, J. M.; Vaughn, A. M.; Annan, C. M., and Caserta, J. A.: Report ag Clinical Exhibit on Enteric 
Coated and Buccal typsin, American College of Surgeons, Atlantic City, N. J., September 27, 1959. 


Products of Original Research Ih) THE NATIONAL DRUG COMPANY 
i Philadelphia 44, Pa. 
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entirely different way take vitamins 
new Stuart instant The whole family will enjoy 


the three delicious flavors: 


ORANGE 


multivitamin drink CHERRY 
GRAPE 


VITAMINS 
_ BRA aa 5,000 USP units LOW-IN-CALORIES, 10 PER DOSE. 


.....1,000 USP units LOW-IN-COST. 


B, to one 
as lonex- 12° 


Niacinamide ............. - lev el eae 


d-Calicium Pantothenate 


*Stuart's absorption-enhancing complex of of instant 
B,, (By, from cobalamin). Artificial flavors and 
sweeteners added. Available in 4.5 oz. bottles (30 day 
supply) at all pharmacies. Vita- drink f 


PATENT PENDING 


add 
4 to 6 ounces 
of cold 
r ice water 
stir 


COMPANY PASADENA, CALIFORNIA 


: 


c 75 mg. 
B, Pike 2 mg. 
; 
= 4 
| 
= 
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7 Gm. pink granular powder contains : 
Psyllium hydrocotoid 
the highly purified hemicellulose o 


the husk of the psyllium seed 
(Plantago ovata, Forsk). 
........ 3 mg. 


(chemically similar to the active 
principle of prunes) 


7 Gm. tan granular powder contains : 
Psyllium hydrocolloid .... 
the highly purified hemicellulose of 
the husk of the psyllium seed 
(Plantago ovata, Forsk). 


LY OR ROUTINELY CONSTIPATED 


psyilium-with a mild peristaltic stim 


FOR PATIENTS WHO NEED BULK ONLY 


° 
OR THE CHRON'C 
O © with no peristattic stimulant added) 
© 


ASTIBELL disposable circumcision bell may be 
applied at birth in 2 to 3 minutes, minimizes 
chance of hemorrhaging. Eliminates later 
need for second room, nursing assistance, ster- 
ile pack. Hemostats and scissors are only in- 
struments required. No pentane or post oper- 
ative care needed. Bell drops off in 5 to 8 days 
leaving clean, well-healed line of excision. 


*Kariher, D. H.; Smith, T. W. Immediate Circumcision of 
the Newborn. Obs. & Gyn., 7:50, Jan., 1956. 


DRD-CLAMP seals any size umbilical cord over 

F safe quarter-inch area, eliminates hemorrhag- 
ing and seepage.t Easily applied with one 

hand, requires no tools. Maintains constant 
pressure as the cord shrinks. No belly band 

or dressings needed. Blind catch and serrated 

edges prevent accidental release or slipping. 

Nylon clamp is autoclavable and disposable. 


Koster, D. H.; Smith, T. W. Personal correspondence, 


write for samples and literature J J 
833 North Orleans Street ST ® 


Chicago 10, Illinois INCORPORATED 


June 1960 
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Helps stop overeating 
CURBS APPETITE...RELIEVES DIET TENSIONS 


This new anorectic gives you dextro- In prescribing Appetrol, you will find that 
amphetamine to curb your patient’s your patient’s bad eating habits are con- 
appetite. It also gives you Miltown to siderably improved—and that she will stay 
relieve the tensions of dieting which on the diet you prescribe. 


undermine her will power. 


Usual dosage: 1 or 2 tablets 

one-half tol hour before meals. 

Each tablet contains: 

5 mg. dextro-amphetamine sulfate and 


400 mg. Miltown (meprobamate, Wallace). 


Available: Bottles of 50 pink, scored tablets. (¥ WALLACE LABORATORIES / New Brunswick, N. J. 


ppetrol 


EXTRO-AMPHETAMINE + MILTOWN® 
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FOR SIMULTANEOUS IMMUNIZATION 
AGAINST DISEASES? 
Poliomyelitis -Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 


anaes 


LOLLYPOP 
FOR 

EACH 


COURSE, 
ONE 
SHOT 


MEANS 
ONE 


LOLLYPOP... 


-BUT 
FOR THE 
FIRST 
TIME 
IN OUR LIVES 
WE DON'T MIND 
BEING 
SHORT-CHANGED 
ON 


LOLLY POPS / 


DIPHTHERIA AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases...with fewer injections 


Dose: 1 ce. 

Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TETRAVAX IS A TRADEMARK OF MERCK & CO., INC. 


mQc MERCK SHARP & DOHME, pivision oF MERCK & CO., Inc., WEST POINT, PA. 


BIG ~ 
iC 
DOCTOR (SMACK!) -ONE 
1S ALOT SHOT 
SWEET... OF INSTEAD 
LOLLYPOPS ! OF 
C TWO... 
As 
Fe 
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after a myocardial infarction 
and throughout the course 
of postcoronary convalescence... 


Peritrate helps establish and 
sustain collateral circulation 


q. improves coronary blood flow with no significant drop in 
blood pressure or increase in pulse rate 


Zz. helps support natural healing and repair 


&: helps reduce myocardial damage 


4, smooth onset of action minimizes nitrate headache 


basic therapy in coronary artery disease 


Peritrate’ 20 mg. 


brand of pentaerythritol tetranitrate 


the selective, long-acting coronary vasodilator 


compensatory 
collateral 


circulation 
; develops around 


damaged 
myocardium 


MORRIS PLAINS, N.J. 
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Bronchodilator action of oral 
ELIXOPHYLLIN' 


As shown by clinical observations : 


Acute asthmatic attacks were termi- 


nated in 10 to 30 minutes after a 
single oral dose in 91 of 107 patients 
(85 % ).1,2.3,4 


As shown by pulmonary function 


Spirometric studies in acetylcholine- 
induced asthma showed oral Elixo- 
phyllin equivalent in therapeutic ef- 
fects to intravenous aminophylline 
(500 mg.) and comparable both pro- 
phylactically and therapeutically to 


Chronic asthmatic symptoms were 
also well controlled and frequency of 
attacks markedly reduced in most pa- 
tients by dosage every 8 hours.1.3.4 


fests: 


subcutaneous epinephrine.® 

Further pulmonary function studies 
after doses of 60 or 75 cc. Elixo- 
phyllin demonstrated increases in 
vital capacity and maximum breath- 
ing capacity as shown below: 


Vital capacity increase of 30.6% in 30 
minutes—average of 69 patients.',5,® 
Maximum breathing capacity increase of 
25.7% in 30 minutes—average of 

49 patients.®,® 


15min. 30 min. 


Improved cough efficiency as shown in a patient with bronchial asthma 
following Elixophyllin dosage of 75 cc.:7 


Peak 
flow rate 
(lit./sec.) 


= 


Before After 30 min. After 60 min. 
2.24 2.93 3.20 


Volume exhaled (liters) increased from 0.076 to 0.391 after 30 minutes, 

and to 0.805 after 60 minutes. 
In a series of 25 patients receiving a single dose of 60 or 75 cc. Elixophyllin, 
the efficiency of the cough response was markedly enhanced, with a mean 
increase of 33% in rate of air flow and over 100% in the volume of air expelled 
on maximal cough.* 


For the bronchospasm of acute and chronic asthma, 
el nphyse nda, al id bron chitis , Elixophyllin provides prompt, sustained relief 


without undesirable effects of other medications such as: sympathomimetic 
stimulation, barbiturate depression, or suppression of adrenal function. This 
oral theophylline therapy is virtually free from gastric side effects. 


DOSAGE: For acute attacks, a single dose 
of 75 cc. for adults, or 0.5 cc. per Ib. body 
weight for children. 


For chronic sym; , doses at 8-hour in- 
tervals (before breakfast, at 3 P.M., and be- 


fore retiring) in amounts as follows: for 
adults—45 cc. doses first two days, gradu- 
ally reduce to 30 cc. doses; for children— 
doses of 0.3 cc. per Ib. body weight for first 
two days, gradually reduce to 0.2 cc. per Ib. 
body weight. 


Each tablespoonful (15 cc.) contains: theophylline 80 mg. (equivalent to 100 mg. 
aminophylline) in a special hydroalcoholic vehicle assuring rapid, dependable 


absorption (alcohol 20% ). 


1. Spielman, D.: Ann. Aller, 
J. et al.: Am. J. Med. Sci. 234:28, 1957. 3. Ki 
Connecticut St. M. J. 21:205 


7. Bickerman, H Sci. Exh., 


tion, June 1959. 


15:270, 1957. 2. Schluger, 
essler, F.: 
, 1957. 4. Greenbaum, J.: 
Ann. Allergy 16:312, 1958. 5. Frank, D. E.: Antibiotic 
M. 6:338, 1959. 6. MacLaren, W. R.: To be published. 

. et al.: A.M.A. Conven- 


Sherman Laboratories 


Detroit 11, Michigan 
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especially designed for sustained anabolic and 
climacteric therapy in the female and male... 


Deladumone 


SQUIBB TESTOSTERONE ENANTHATE AND ESTRADIOL VALERATE 


approximately 4 weeks of effective therapy with only one injection 


* relieves physical, mental and emotional distress in the climacteric and helps to correct 
hormonal imbalance and protein loss + minimizes or eliminates unwanted sexual effects 
* well tolerated and convenient administration — low viscosity permits easy IM injection with 
small-gauge needle. 


DELADUMONE is indicated in the menopausal syndrome, in osteoporosis (postmenopausal, 
senile).Dosage: 1 to 2 cc. as a single intramuscular injection, every 3 or 4 weeks, depending 
on clinical response. Supply : Vials of 1 and 5 cc. Each cc. contains 90 mg. testosterone 
enanthate and 4 mg. estradiol valerate. 


especially designed for convenient inhibition of lactation and prevention of breast engorgement 


Deladumone 2X 


« optimally balanced — long-acting — double potency 
Dosage : In the suppression of lactation, 2 cc. given as a single intramus- 
cular injection, preferably at the end of the first stage of labor or else 
immediately upon delivery. Supply : Each cc. contains 180 mg. testoster- 
ally og and 8 mg. of estradiol valerate dissolved in sesame oil. 

2 cc. 


EN Squibb Quality—the Priceless Ingredient 


“DELADUMONE’® IS A SQUIBB TRADEMARK 
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INFECTION 


| 
child or adult is given one dose, at 
PARKE, DAVIS & COMPANY 


potentiated therapy for mild to moderate hypertension 


Consider the benefits of Singoserp-Esidrix if it’s mild to moderate hypertension (especially 
if edema is a complicating symptom): Singoserp, a man-made analog of reserpine, lowers blood 
pressure but seems to cause fewer side effects than natural rauwolfia compounds. 
When Singoserp is potentiated by Esidrix, blood pressure is lowered more effec- 
tively than with single-drug therapy. SUPPLIED IN TWO STRENGTHS: Singoserp- 
Esidrix Tablets #2 (each containing 1 mg. Singoserp and 25 mg. Esidrix) and 
Singoserp-Esidrix Tablets #7 (each containing 0.5 mg. Singoserp and 25 mg. 
Esidrix). Complete infor- 


mation available on request. Sing¢ OSC rp-. -Esid rix 


(syrosingopine hydrochlorothiazide crea ) 


4 


in inflammatory anorectal disorders... 


Wyanoids 


Rectal Suppositories with Hydrocortisone, WYETH 


for symptomatic relief of 


pruritus proctitis postoperative 


inflammatory reactions « chronic ulcerative 


colitis « irradiation proctitis 


SUPPLIED 


Suppositories, boxes of 12. Each suppository contains 10 mg. 
hydrocortisone acetate, 15 mg. extract belladonna (0.19 mg. 
equiv. total alkaloids), 3 mg. ephedrine sulfate, zinc oxide, boric 
acid, bismuth oxyiodide, bismuth subcarbonate, and balsam 
peru in an oleaginous base. 


Wyeth Laboratories Philadelphia 1, Pa. 


A Century of Service to Medicine 
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HYDRAMIN 


the complete nutrient....... 


NATIONALLY 
ADVERTISED to the 
MEDICAL 
PROFESSION 


... Nationally recognized, 
SUPER HYDRAMIN is a 
complete source of food 
for recuperating patients, 
the aged or the under- 
weight. It contains all 
essential vitamins and 
minerais, carbohydrates 
and fats, and is 
exceptionally high in 
protein. 


Los Angeles 


OF FOOD FOR 
ALL AGES 


SUPER HYDRAMIN 
contains all essential 
factors for nutritional 
maintenance and 
rehabilitation, or it can 


of recuperating patients 
or persons suffering 
from a nutritional 
deficiency. 


A SOLE SOURCE HOSPITALS AND 


be used to fortify the diet — 


POWDER 


FLAVORED FOR 
GOOD TASTE 


SUPER HYDRAMIN is simply 
delicious. As the adman 

says, “It's appeteasing... 
palate pleasing.”’ Available 
in vanilla or chocolate 
flavors, SUPER HYDRAMIN 
is easily mixed with milk or 
water for a wonderful drink 
that puts new life into 

listless appetites and offers 
a generous supply of 
nutrients essential to building 
tissue, protoplasm, hemo- 
globin and resistance 


to infection. 


California 


RECOMMEND 


SUPER HYDRAMIN 

in treatment of cirrhosis, 
trauma, infection, 
peptic ulcer and to 
restore the appetite and 
rehabilitate patients. 
They like it because it 
does so much... 
tastes so good! 


EASURE 


WHEN YOU CHANGE your address, be sure to notify GP 
Circulation, preferably one month in advance. That way, 


you'll get every issue on time. Simply fill in the form be- 


low, clip, and mail in envelope to GP Circulation. 


MOVING? 


CHANGE OF ADDRESS FORM 


GP Circulation 
AMERICAN ACADEMY OF GENERAL PRACTICE 


d at Brookside, Kansas City 12, Missouri 


AAGP Member Non-Member 
(Be sure to check proper classification above, for prompter 
location of your old addressograph plate.) 
MY NAME: 
M.D. 
(Please print plainly) 


MY OLD ADDRESS: 


MY NEW ADDRESS: 
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three-way comparative study 
demonstrates “full-healing 
effect” of HYDRO-TAR’ in 


(Liquor Carbonis Detergens with Hydrocortisone, Almay) 


acute & chronic dermatoses 


A CASE IN POINT—ATOPIC DERMATITIS OF BOTH HANDS 


1. Hydrocortisone alone suppresses inflammation. 2. Coal tar alone corrects 
eczematous manifestations. 3. Both agents combined in HYDRO-TAR speed 
complete early healing. Mutually supportive action produces the “‘full-healing”’ 
effect. Presence of hydrocortisone permits well-tolerated coal-tar therapy even 
during the acute phases of severe dermatoses. 


Dosage: Apply by gentle massage to affected areas 3 or 4 times a day; 
0.5% for moderately severe dermatoses or maintenance — 1.0% for severe 
dermatoses. 

Supplied: 15 Gm. tubes in 0.5% and 1.0% strengths. Samples and literature 
sent on request. 


ALMAY Division ot & Co./GFence 1794 Gs felin 


Pharmaceutical Laboratories Division, New York 3, New York ON a ho 


. 
: 


for more effective 
treatment of 
musculoskeletal 
dysfunctions... 


THE BURDICK UT-400 
ULTRASONIC UNIT 


To treat conditions where both heating and 
mechanical effects are desired, the Burdick 
UT-400 provides continuous ultrasonic 
energy. here a greater of 
mechanical effect to thermal is indicated, 
a flick of the switch supplies pulsed energy. 
This versatile unit is especially recom- 
mended for treating acute or chronic con- 
ditions of osteoarthritis, capsulitis, myositis, 
bursitis, fibrositis and periarthritis. An 
impressive number of case reports attest to 
the real value of this relatively new thera- 
peutic agent. Ask for a demonstration of 
the Burdick UT-400 soon. 


A new booklet of abstracts—“‘Uitrasonic Therapy 
—A Symposium" —is available without charge. 
Please address your request to the Burdick 
Corporation, Milton, Wisconsin. 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 
Branch Offices: New York * Chicago * Ailanta * Los Angeles 
Dealers in all principal cities 


® 


Of special 
significance 
to the’ 

physician 
is the symbol | 


When he sees it- engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of * 
unvarying activity and quality. 


When the physician ‘writes “DR” 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablet 

is dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural 
0.2 Gram (or 3 grains) 
Davies, Rose 


Clinical samples sent to physicians on request 


Davies, Rose & Company, Limited 
Boston 18, Mass. 
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NATIVELLE 


the original crystalline digitoxin 


BECAUSE 


Flexibility of Administration—Digitaline 
Nativelle provides for rapid oral digitalization 
within a convenient range of tablet strengths. 
When desired the intravenous route, or the 
new intramuscular injection may be employed. 
The essentially non-alcoholic intramuscular 
formula, unlike most alcoholic menstrua, is 
virtually painless. 

Efficiency of Action —Digitaline Nativelle is 
pure digitoxin. It is rapidly, completely and 
uniformly absorbed—neither too fast nor too 
slow—providing a steady and predictable action 
upon the heart muscle. 


Dependability of Performance—Digitaline 
Nativelle [digitoxin] is the pure active glycoside 
insuring optimum range of cardiotonic activity. 
Digitoxin is a drug of choice when a purified 
digitalis product is desired. 

Adequate Margin of Safety—Digitaline Nativelle 
provides virtual freedom from annoying local 
side effects which may occur with the galenicals, 
and its margin of safety is unexcelled by any other 
purified preparation. A product of Nativelle, Inc. 


E. Fougera & Co., Inc. 


Hicksville, Long Island, N. Y. 
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This Picture Could Be Changed... 


Morbidity“and Mortality 


BLIC HEALTH SERVICE —_ 
DEPARTMENT OF WEALTH, EDUCA 


Prepored ty the 


December 31, 1959 
ag of Specified Notable Diseases 
Continental United States 52 Weeks 


Improper sterilization is a major cause of hepati- 
tis. The number of cases in 1959 exceeded the 
total for 1958 by almost 50%. 

PEL-CLAVEing eliminates the fear of infection 
and gives you the three-fold assurance of true 
sterilization. 

@Qive 


Q@emperature 


ALL FULLY AUTOMATED 

Here is the only double charnber portable auto- 

clave that gives you proof of temperature —a 

thermometer in the discharge line. The automa- 
tic timer guarantees a complete cycle. 

Ask your dealer or write to 


CHARLOTTE 3, NORTH CAROLINA 
Fine Professional Equipment Since 1900 


iy 
W Y | 
jinfection, and ser 23,187 | 15.498 
with the 
PEL-CLAVE 
MODEL GN al 
3 
§ 
: 
THE & | COMPANY 
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CONTEMPORARY DESIGN, ECONOMY 
AND COMPLETE VERSATILITY, MAKE 
THESE THE FINEST MATTERN X-RAY 
UNITS EVER OFFERED. 


COMPACT —less space required . . . SIMPLIFIED—but 
allowing technical flexibility .. . CONTEMPORARY —will 
compliment its surroundings . . . VERSATILE—diagnostic 
radiography—fluoroscopy. 


COMPLETE .. . 18” focal spot table 
top distance...recipromatic 
bucky . hand tilt table .. . 
12” x 16” fluoroscopic screen .. . 
motor driven table . . . spot. device 
..+ 12” x 12” fluoroscopic screen. 


... 100 MA Control, floor, 
desk or wall mount 

_ «+300 MA Full Wave Con- 
trol Console, 1/30 second 
electronic timer . . . both 
with integrating fluoro- 
scopic timer. 


AND-AIR, INC. —SUBSIDIARY OF CALIFORNIA EASTERN AVIATION, INC. 
(7444 WEST WILSON AVENUE CHICAGO 31, ILLINOIS 


FOR 


Equipment selection for your treatment room is easy 
when you choose STEELINE. Every piece is designed to 
make the day’s work easier, faster and more pleasant. 


For complete specifications consult your new Aloe 
General Catalog. Your Aloe representative will be 


glad to assist you in every way. Dept. 110 


a. s. aloe company | [firs 
1831 OLIVE STREET © ST. LOUIS 3, MO. | coast to coos! 


In asthma, hay fever, chronic 
bronchitis and related 
bronchial conditions ... 


OFTEN A 
SINGLE 
DOSE 
SUFFICES 


*antipyrine (870 mg.) with iodopyrine 
(30 mg.) and citrated caffeine (100 mg.) 


--.-also an effective analgesic and 

antipyretic for head colds, menstrual 

distress, neuralgia and arthritic pain. 
Write for Professional Samples and Literature 


AMERICAN FELSOL CO., P.0. Box 395, Lorain, Ohio 
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PAREGORIC + PECTIN + KAOLIN 


(equivalent) 


a creamy-smooth, stable, uniform suspension of adults—1 or 2 tablespoonfuls, t.i.d. 
paregoric (equivalent), 1 dram + pectin, 2.5 gr. children—1 or 2 teaspoonfuls, t.i.d. 
+kaolin (specially purified), 85 gr. per fluidounce. bottles of 4 and 8 fluidounces 


.+.made by the 
makers of Maaloxs WILLIAM H. RORER, INC. Philadelphia 44, Pa. 


= Annual Clinics 


AUGUST 3, 4&5, 1960 
DENVER, COLORADO 


ST. JOSEPH’S HOSPITAL 


The staff of St. Joseph’s Hospital will present a postgraduate review of 
practical approaches and recent advances in medicine, obstetrics, 
gynecology, surgery, and pediatrics. The clinics are designed to be 
attractive to both general practitioners and specialists. 


These clinics are sponsored by St. Joseph's 
Hospital and the Colorado Academy of 
General Practice, and are approved for 
10 hours of Category | credit by the 
American Academy of General Practice. 


FOR DETAILED PROGRAM WRITE 

Mrs. Hogue—Secretary to the Administrator 
St. Joseph's Hospital 

1818 Humboldt Street 
Denver 18, Colorado 

Clinic Registration Fee: $10.00 
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rhinall 
nose 
drops 


a breather pardner... 


Little cold sufferers take to 
Rhinall Nose Drops without a 
fuss! Pleasant, fast-acting, 
easy to use...and so economical! 


Relieves nasal congestion in 
colds 

sinusitis 

allergic rhinitis 

no burning or irritation 

no after reactions 

no risk of sensitization 


Contains 
Phenylephrine Hydrochloride 0.15% ie 
‘Propadrine’ Hydrochloride 0.3% 

in an isotonic saline menstruum 


Fluoridated Water May Be Unavailable... 
But Not The Benefits of Fluoride! 


FOR THE INDIVIDUAL, SYSTEMIC CONTROL 
OF DENTAL CARIES IN CHILDREN. 


Many physicians and dentists are using KARIDIUM. KARI- 
DIUM is available for use in rural areas or for temporary use 
as ye doy where a community fluoridation program has not yet 

ns 


For HOME FLUORIDATION, one tablet in a quart of water 
provides the recommended Fluoride Concentration: .. . one part 
per million. KARIDIUM tablets may also be dissolved in water 
or fruit juices or taken as an aspirin. Administered to children R KARIDIUM 


and infants in the proper doses, KARIDIUM permits a systemic 
source of fluoride for the prevention of dental caries. 


ediont in 2°15. grain tablet. Each, KARIDIUM tablet yields 

redient in a grain et. ta et yields Samples, literatur id schedules are 
f mg. available fluoride ion. A high degree of cooperation by . = qe oe : 
the parent in the home is essential to the attainment of available to physicians and dentists. 
maximum reduction in dental caries. The parent should be Write to: 

instructed that sodium fluoride tablets should be taken con- 

scientiously —~ g~ the period of tooth formation. This THE LORVIC CORPORATION 


holds true for individually administered dietary supple- 
ments of fluoride. ST. LOUIS 12, MISSOURI, U. S. A. 
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Mathew R. Fitzpatrick, m.D., 
inspects a copy of Abstracts. 


How can 1/960 -Abstracts help my practice? 


pease jogging and refreshing you on 
diagnosis and therapy, 7960 Abstracts 
brings you new ideas presented at the 
Scientific Assembly in Philadelphia. You 
get information you can use about condi- 
tions you encounter. Of 141 articles, 14 


deal with obstetrics and gynecology. Ten 
concern pediatrics. Eight discuss arthritic 
conditions. 

You appreciate how quickly Abstracts 
delivers its content (see back of this page 
to learn how this is accomplished). In 


(Please print:) 


brown imitation leather binding, 4éstracts 
looks good on your desk or shelf—shows 
you're interested in staying abreast of 
science. The price is ten dollars a copy, 
postage paid. Satisfaction guaranteed or 
your money back. 


See for yourself—free. 
Mail this card now. 


As soon as it is published, please send me one copy of 7960 Abstracts (summary 
of Philadelphia Assembly) and bill me for ten dollars. I understand if I am not 
satisfied I may return the book without obligation. 


- Le f 
; 


SEFULNESS in your practice typified the 
U offerings at Philadelphia last March. 
This helped us when time came to condense 
the program for you to review. (The ten 
abstractors and I have practices similar 
to yours.) Here, for example, are eight of 
141 titles you'll find in 1960 Abstracts: 


by Albert S. Dix, 
medical editor; 7060 Absiracts 


Before the meeting, scientific exhibitors 
sent us descriptions and illustrations of 
their displays. Then, during Assembly, one 
of our committeemen studied each booth, 
collected literature, chatted with the ex- 
hibitor and took notes. 

In the lecture hall, the doctor covering 


Crisis: abdominal or cardiac? 
Nutrition nonsense 

Cancer detection in well adults 
Family centered obstetrics 


The postpartum patient 
Congestive heart failure 
Who has VD? 

Hypnosis in general practice 
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1960 Abstracts 
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a presentation sat in on it, reviewed a 
transcription of the speech’s taped record- 
ing, then edited an abridgment prepared 
by the speaker himself. 

Finally, we boil and condense and whittle 
each presentation until you get the kernel 
—the very pith. It comes to you in outline 
with illustrations (some in color) when 
indicated. 

The whole Assembly is bound into one 
book of 288 pages, 834” by 1134” in size. 
I feel certain 7960 Abstracts could be of 
value in your practice. See if you agree. 
Tear out, mark and mail the card today 
for a copy to inspect. 
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{ PATIENT-SELECTED LAXATIVES ? 
They May Complicate Treatment or Management 


© PRU LET reflex acting laxative, does not interfere with any other condition 
which you, the physician, may have under treatment or management. 


© PRULET Toblets are non-irritating. 


© PRU LET is not absorbed from the digestive tract and is completely recover- 
able in the feces. 


© PRULET Toblets are small, odorless, 
tasteless, and easy for your — *. ae 

patient to take. ion. 

DOSE, ADULTS: One tablet odjusted to individual patient response. - 


Re Samples upon Request San Antonio 6, Texas 


yes, any rheumatic“itis” calls for 


TABLETS 
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ee 
Each tablet contains 5 mgs. Bislacetoxyphenyljoxindole. Pp H A R M AC AL £ e) ae 
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grip-breaker 


in bronchospasm 


orally, parenterally, and by inhalation 


Caytine is the only brand of a[(a-methyl-3,4-methylenedioxyphenethylamino)- 
methy]]-protocatechuyl alcohol hydrochloride. 


three forms for individualized management: In patients with asthma, 
emphysema, bronchitis, bronchiectasis, Caytine Tablets, Inhalation, 
and Injection permit the physician to determine the treatment that 
gives the greatest relief with fewest side effects. CayTine increases 
vital capacity more than isoproterenol.! In geriatric patients, 
CayTine“...was more effective than any previous medication used.”? 
There are a few side effects, but no toxic reactions, with the use of 
Caytine. No elevation of blood pressure, no adverse ECG, EEG, 
hepatic, renal or hematologic changes have been noted. Patients may 
experience palpitations and anxiety and should be so warned. 

(1) Leslie, A., and Simmons, D. H.: Am. J. M. Sc. 234:321, 1957. (2) Settel, E.: 
Am. Pract. & Digest Treat. 8:1249, 1957. 

For additional information request Brochure No. NDA 18, CaytTINE, 
Lakeside Laboratories, Inc., Milwaukee 1, Wisconsin. 
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a new 
infant 
formula 


nearer to 
mother’s 
milk in 
nutritional 
breadth 
and 


balance 


Infant formula 


NEARER ... in caloric distribution of protein, fat and carbohydrate 
NEARER ... in vitamin pattern (vitamin D added in accordance 
with NRC recommendations) 

NEARER ... in osmolar load 

ENFAMIL IS ALMOST IDENTICAL to mother’s milk in... 

e ratio of unsaturated to saturated fatty acids 

e absence of measurable curd tension ... enhances digestibility 
*Trademark 


\ Mead Johnson 


Symbol of service in medicine 
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